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PROCEEDINGS OF THE COUNCIL 


Annual Meeting, June 9, 1931 


HE annual meeting of the Council was held 

in the Georgian Room, Hotel Statler, Boston, 
Tuesday, June 9, 1931, at 12 o’clock, noon. The 
President, Dr. Robert B. Greenough, Suffolk, 
was in the chair and the following 163 Coun- 
cilors present : 


BARNSTABLE E. A. Knowlton 
G. H. Gray M. W. Pearson 
W. D. Kinney A. G. Rice 
H. L. Smith 
BERKSHIRE 
P. J. Sullivan HAMPSHIRE 
Henry Colt A. J. Bonneville 
H. J. Downey J. G. Hanson 


MIDDLESEX EAST 
A. R. Cunningham 
C. E. Montague 
F. L. Smalley 
F. T. Woodbury 


BristoL NortTH 
W. H. Allen 
F. A. Hubbard 


BristoL SoutH 


R. H. Baxter MIDDLESEX Nortu 
R. B. Butler F. E. Varney 
E. F. Curry M. L. Alling 
D. J. Fennelly J. H. Lambert 
E. D. Gardner J. A. Mehan 
I. N. Tilden A. G. Scoboria 
T. A. Stamas 
Essex 
H. H. Nevers MIDDLESEX SoutTH 
E. S. Bagnall F. W. Gay 
A. P. George Cc. F. Atwood 
T. R. Healy A. H. Blake 
J. J. McArdle W. T. Burke 
F. S. Smith D. F. Cummings 
F. W. Snow D. C. Dow 
L. T. Stokes I. J. Fisher 
W. D. Walker H. H. Flagg 
H. Q. Gallupe 


Essex SoutH 
A. E. Parkhurst 
F. W. Baldwin 
J. A. Bedard 
N. P. Breed 
C. L. Curtis 
J. F. Donaldson 
R. E. Foss 
E. B. Hallett 
W. T. Hopkins 
J. F. Jordan 
O. S. Pettingill 
C. H. Phillips 
R. E. Stone 
J. W. Trask 


FRANKLIN 


R. A. McGillicuddy 


HAMPDEN 


W. J. Dillon 


F. A. Higginbotham 
C. M. Hutchinson 
Josephine D. Kable 


S. F. Curran David Cheever 
A. H. Davison R. C. Cochrane 
D. G. Eldridge F. H. Colby 
W. C. Emery A. H. Crosbie 
C. B. Faunce, Jr. W. P. Cross 
Cc. S. Francis Lincoln Davis 
J. B. Hall R. L. DeNormandie 
G. W. Kaan W. H. Ensworth 
W. C. Kite R. B. Greenough 
W. A. Lane J. B. Hawes, 2d 
Olga C. Leary John Homans 
Charles Malone G. A. Leland 
S. F. McKeen Richard Metcalf 
S. A. Robins Michele Nigro 
C. A. Rowe T. J. O’Brien 
M. V. Safford G. C. Shattuck 
H. F. R. Watts W. R. Sisson 
W. A. White Louisa Paine Tingley 
J. R. Torbert 
Soutn Conrad Wesselhoeft 
C. S. Adams 
W. G. Curtis WORCESTER 
G. V. Higgins J. C. Austin 
N. R. Pillsbury W. P. Bowers 
C. A. Sullivan L. R. Bragg 
P. H. Cook 
PLYMOUTH W. J. Delahanty 
J. J. McNamara G. A. Dix 
T. H: McCarthy David Harrower 
G. A. Moore A. W. Marsh 
F. W. Murdock E. C. Miller 
A. C. Smith J. W. O’Connor 
D. B. Tuholski W. C. Seelye 
E. H. Trowbridge 
R. P. Watkins 
A. E. Austin S. B. Woodward 
J. W. Bartol Worcester Nortu 
G. H. Bigelow Nye 
Horace Binney C. H. Jennings 
W. B. Breed J. H. Kearney 
W. J. Brickley A. F. Lowell 
C. S. Butler W. F. Sawyer 


H. J. Keaney 
A. A. Levi 
Dwight O’Hara 
H. L. Seavey 
C. H. Staples 
E. H. Stevens 


The record of the last meeting was read in 
abstract by the Secretary and as no errors or 
omissions were noted the record was accepted 
as read and as published in the official organ 
of the Society, the New England Journal of 
Medicine. The Chair read the following obitu- 
ary remarks about former President George 
Washington Gay: 


Dr. George Washington Gay, one of the most emi- 
nent and devoted Fellows of the Massachusetts Medi- 
cal Society, died at his home in Chestnut Hill on 
May 30, 1931, at the age of eighty-nine years. 

Dr. Gay graduated from the Harvard Medical 
School in 1868. In 1872 he was appointed to the 
staff of the Boston City Hospital, where he held 
for many years the position of senior surgeon, and 


A. K. Stone 
H. W. Thayer 
H. J. Walcott 
W. S. Whittemore 
NorFoLk 
J. W. Bail 
J. Batley 
F. G. Balch 
A. S. Begg 
E. P. Bagg, Jr. D. N. Blakely 
id W. L. Burrage 
W. S. Burrage 
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where his sound judgment and surgical skill and 
his interest in the welfare of his profession exerted 
a profound influence for the advancement of medical 
practice throughout the State. 

Dr. Gay played an important part in the affairs 
of the Massachusetts Medical Society as a member 
ot its important committees, as vice-president, and 
finally as president, from 1906 to 1908. The malprac- 
tice act of the Massachusetts Medical Society owes 
its enactment almost entirely to the wisdom and 
evergy of Dr. Gay, in which he was ably aided by 
Dr. Edwin B. Harvey, who was then a member of 
the Legislature. As chairman of the Committee on 
State and National Legislation he was also respon- 
sible in great part for the efficiency of this commit- 
tee in presenting for the first time the consensus 
of medical opinion in regard to legislative matters 
before the members of the General Court. 

Dr. Gay received an honorary degree of Master 
of Arts from Dartmouth. He was a member of the 
Council of the American Surgical Association. He 
led a long life full of good works, and laid down his 
burden, with the medical profession, which he so 
loved, much the better for his life of devoted service. 


The Secretary read the names of the Nominat- 
ing Councilors and their alternates and the fol- 
lowing answered to their names: 

Barnstable, W. D. Kinney; Berkshire, Henry 
Colt; Bristol North, F. A. Hubbard; Bristol 
South, R. B. Butler; Essex North, F. S. Smith; 
Essex South, N. P. Breed; Franklin, E. A. Me- 
Gillicuddy ; Hampden, A. G. Rice; Hampshire, 
J. G. Hanson; Middlesex East, James Blenk- 
horn; Middlesex North, J. A. Mehan; Middle- 
sex South, E. H. Stevens; Norfolk, D. G. Eld- 
ridge; Norfolk South, C. A. Sullivan; Plymouth, 


E. D. Hill; Suffolk, J. W. Bartol; Worcester, 
David: Harrower; Worcester North, A. F. 
Lowell. 


The committee retired to consider a slate of 
nominations. 

Dr. D. N. Blakely, Chairman, read the re- 
port of the Committee on Membership and 
Finance, on Membership as follows; and it was 
accepted and its recommendations adopted by 
vote. 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE ON MEMBERSHIP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the following named three Fellows be 
allowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Burke, James Joseph, Easthampton, 
with remission of dues for 1931. 

2. Fiske, Eustace Lincoln, Glendale, Calif., 
with remission of dues for 1931. 

3. Harding, Edward Mitchell, Newton, 
with remission of dues for 1930 and 1931. 


2. That dues of the following named six Fellows 
be remitted under the provisions of Chapter I, Sec- 
tion 6, of the By-Laws: 


Bryant, Frederick, Worcester, for 1931. 

Conlin, Matthew George, Worcester, for 1928-29-30. 

Donahue, William Francis, Watertown, for 1931. 

Lord-Heinstein, Esther Lucile, Dorchester, for 
1931 in part. 

McNeil, Donald, Woodland, Calif., for 1930. 

Paglia, Jeremiah James, Jr., Worcester, for 1928- 
29-30-31. 


en 


3. That the following named seven Fellows be 
allowed to resign under the provisions of Chapter I, 
Section 7, of the By-Laws: 


1. Andrews, John Raymond, Pittsfield, 
with remission of dues for 1930-1931. 
2. Byrnes, Harry Springfield, 
as of December 31, 0. 
3. Crane, Clarence, Calif., 
as of December 31, 1930. 
4. Hall, Llewellyn, Hartford, Conn., 
with remission of dues for 1930-1931. 
5. Moyle, Henry Brown, Hartford, Conn., 
with remission of dues—unpaid balance for 


1931. 

6. Sills, William Yale, Brookline, 
as of December 31, 1930. 

7. Taylor, Edward Hanlin, Franklin, N. J., 
as of December 31, 1930. 


4. That the following named two Fellows be de- 
prived of the privileges of Fellowship under the 
provisions of Chapter I, Section 8, Clause (c) of the 
By-Laws: 

1. Armstrong, Irving Foster, Hudson. 
2. Flaherty, Edward James, Maynard. 


This recommendation ‘is in accord with action 
taken by the Committee on Ethics and Discipline 
as shown by the following letter: 


April 29, 1931. 
Dr. D. N. Blakely, Chairman, 
Committee on Membership and Finance, 
87 Milk Street, 
Boston, Mass. 
Dear Dr. Blakely, 

At a meeting of the Committee on Ethics and 
Discipline of the Massachusetts Medical Society, held 
April 28, 1931, it was voted unanimously that Dr. 
Irving F. Armstrong of Hudson and Dr. Edward J. 
Flaherty of Maynard, who were convicted of insur- 
ance frauds by a jury in the Middlesex Superior 
Criminal Court on February 28, 1931, be deprived 
of the privileges of Fellowship, under the terms of 
Chapter I, Section 8, Clause (c) of the By-Laws. 

Very truly yours, 
WALTER L. BURRAGE, 

Secretary of the Committee 
on Ethics and Discipline, 
under the terms of the 
By-Laws. 


5. That the following named seven Fellows be 
allowed to change their membership from one Dis- 
trict Society to another without change of legal resi- 
dence, under the provisions of Chapter III, Section 3, 
of the By-Laws: 

One from Essex South to Suffolk 
Lakeman, Mary Ropes, Swampscott. 


Three from Middlesex South to Suffolk 
1. Cattell, Richard Bartley, Newton Center. 
2. Harmer, Torr Wagner, Newton. 
3. Sosman, Merrill Clary, Newton. 
Three from Norfolk to Suffolk 


1. Hawes, John Bromham 2nd, Brookline. 
2. Sweet, Richard Harwood, Brookline. 
3. Thurman, Aaron, Dorchester. 


Davip N. BLAKELY, Chairman. 


Reports of the following committees to con- 
sider petitions for restoration to fellowship were 
read by the Secretary, all four to the same pur- 
port, namely recommending restoration under 
the usual conditions: R. E. Andrews, F. D. 


Lyon, W. B. Willey, Winnifred P. Davis. The 


/ 
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reports of these committees were accepted and 
their recommendations adopted by vote. The 
report of the Committee appointed to consider 
the petition of S. C. Andrews, namely that he 
be not restored, was accepted. The report of 
the committee to consider the petition of Wil- 
liam James Brown was read by the Secretary 
as follows: 


March 25, 1931. 
To the Council of the Massachusetts Medical Society. 
Dear Sirs: 

The committee appointed to consider the petition 
of William James Brown of 1109 Boylston Street, 
Boston, to be restored to the privileges of Fellow- 
ship in the Massachusetts Medical Society respect- 
fully reports as follows: 

Dr. Brown previous to April 10, 1926 had been 
asked to resign from the Society on account of his 
court record. The request for his resignation, how- 
ever, was withdrawn and his case was placed on file, 
during good behavior. 

On April 10, 1926, he was found guilty in the 
Brighton court of operating an automobile while 
under the influence of liquor. He was deprived of 
his membership by the Council on June 8, 1926, on 
unanimous recommendation of the Standing Com- 
mittees on Membership and Finance and Ethics and 
Discipline, according to Clause (c) Section (8) of 
the By-Laws which states “Fellows who have been 
convicted in a court of law of a crime or misdemean- 
or involving moral turpitude may be deprived of the 
privileges of Fellowship by the Council, acting on 
separate reports of the Committee on Ethics and 
Discipline and the Committee on Membership and 
Finance, presented by the latter committee.” 

It seems to this committee that Dr. Brown has 
made a creditable effort to reform and reéstablish 
himself. However, inasmuch as the reason for which 
he was deprived of membership still stands your 
committee does not feel that it can go farther than 
recommend that the case be reconsidered by the 
Committees on Ethics and Discipline and Member- 
ship and Finance which originally recommended 
deprivation of membership. 

Respectfully submitted, 
LINCOLN Davis, 
CADIS PHIPPs, 
R. N. 


PRESIDENT GREENOUGH: Gentlemen, you 
have heard the report of this committee. It 
is somewhat inconclusive in that they are not 
prepared to recommend either that he be re- 
stored to fellowship or that he be continued 
to be deprived of fellowship. The recommenda- 
tion that this matter go before the Committee 
on Ethics again is irregular in the sense that 
the Committee on Ethics has theoretically no 
jurisdiction over a man who is not at the mo- 
ment a fellow of the Society. However, the 
decision rests with the Council. 


Dr. Lincoutn Davis: I would like to say, in 
explanation of that report of the committee, 
that it seems as if we were passing the buck, 
which undoubtedly we are. When it came to a 
categorical answer yes or no as to whether this 
man should be restored, it was impossible for us 
to agree one way or the other. We made quite 
an effort to investigate the case. We had an 
interview with Dr. Brown. We have talked 


with several of his friends. I talked with the 
judge in whose court he was convicted, and I 
believe Brown is making a genuine effort to re- 
éstablish himself and get back on his feet. He 
is practicing medicine now, supporting a mother, 
and apparently, so far as we can find out, he is 
doing pretty well. He has a very bad past rec- 
ord. He was investigated two years ago by a 
committee that recommended to the Council 
that he should not be reinstated. 

It does not seem to me that this should go on 
indefinitely, being submitted to one committee 
after another. It seems to me it is distinctly 
a matter of ethics and discipline, and such a 
complicated case as this ought to be referred 
to such a committee when there is a Committee 
on Ethies and Discipline of the Society. 

PRESIDENT GREENOUGH: The chair awaits a 
motion in regard to this report. 

Dr. Horace Binney: As I understand, it 
is not the province or the duty of the Com- 
mittee on Ethics and Discipline to again pass 
on a member who has been suspended or dis- 
missed from the Society, on the question of 
restoration. It seems to me it is something like 
a legal procedure. <A court that finds a man 
guilty does not pass on pardoning him. The 
pardoning is taken up by another body or 
tribunal. Under the circumstances, it seems to 
me that the matter should be decided by a 
committee if Dr. Davis’ committee wishes to be 
discharged. 

I shall therefore move that the report of Dr. 
Davis’ committee be accepted and the committee 
discharged, and another committee appointed by 
the Chairman to pass on Dr. Brown’s petition 
for restoration. The motion was seconded and 
carried. The Chair appointed this committee: 
Horace Binney, Conrad Wesselhoeft, L. M. 
Spear. | 

For similar petitions for restoration the fol- 
lowing committees were appointed : 


For A. H. Petit, of Ware: 
W. B. Segur, L. B. Pond, B. P. Janes. 


For H. F. Shaw, of Cambridge: 
H. F. Day, E. A. Darling, A. F. Downing. 


For H. L. Burnett, of Cambridge: 
G. P. Coggswell, A. N. Makechnie, C. W. Adams. 


Dr. David Cheever, Chairman of the standing 
Committee on Ethics and Discipline, handed in 
his report (See Appendix No. 1.), took the floor 
and spoke as follows: 


Mr. Chairman and members of the Council: 
In accordance with custom I will not read the 
full report of the committee but will extem- 
poraneously tell you of a few matters of in- 
terest. 

The prevailing depression which we hear 
about in the community at large does not seem 
to have affected the affairs of the Committee 
on Ethies and Discipline. We have had seven 
meetings during the year and have given hear- 


a 
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‘ings to five fellows of the Society. These meet- 
ings and hearings have concerned the doings 
of some forty members of the Society. I may 
add that each of our meetings lasts about four 
hours, and there has been a 100 per cent. at- 
tendance of the members of the committee at 
each meeting. 

The general nature of the complaints has been 
similar to those of previous years. There have 
been complaints by laymen about treatment by 
Fellows of the Society. There have been com- 
plaints by one Fellow against another, about 
disparaging remarks, instigations toward law 
suits, injury to practice and reputation, and 
things of that sort. There have been reports 
about advertising; there have been complaints 
this year more than ever before about large fees. 
And I would remind the Council that the code 
of ethics distinctly states that a Fellow may at- 
tach any value to his services which he chooses 
upon the understanding being had with the pa- 
tient beforehand, which would seem to take the 
question of fees out of the category of things 
to be considered by this committee. Neverthe- 
less, in a few instances, it has seemed to par- 
take of the character of extortion or something 
dishonorable and, in two instances, so much so 
that the committee has taken cognizance of it 
to the extent of remonstrating with Fellows, in 
the belief, which all members of the committee 
hold very strongly, that there is no tendency 
right now in the medical profession that is more 
prone to shove us into the arms of the socializa- 
tion of medicine or state medicine, than the 
commercialization of the profession. So that we 
have when possible remonstrated with Fellows 
who we thought were not behaving according to 
the traditions of The Massachusetts Medical So- 
ciety. 

We have recommended for admonition one 
Fellow for disparaging remarks and criticism 
of other men. We have recommended the de- 
privation of two members under clause ec, Sec- 
tion 8, Chapter I, of the by-laws as stated by 
Dr. Blakely in his report today. And we have 
obtained the resignation of one Fellow who 
we were satisfied was not eligible for continued 
fellowship. 

Last year, as you recall, the Council au- 
thorized us to intervene in the case of Dr. George 
J. Ott, of Boston. I mention his name in spite 
of the fact that it has not been the custom 
of the committtee to mention names, because 
this is a matter of public record and we have 
to have some very plain speaking about this 
particular case. 

Usually this committee of ours spends about 
$25 a year for postage and stationery. This 
year we have spent $1,800, and it is your right 
to learn from us how and why that money has 
been spent. 

-You will recall that Dr. Ott was suspended 
or had his license to practice withdrawn by the 


Board of Registration in Medicine, a little over 
a year ago, on April 10, 1930. Let me say in 
the first instance that the reasons the Commit- 
tee on Ethies and Discipline felt that they must 
interfere in the case were, first, that their in- 
quiry showed there was no real bona fide com- 
plaint or charge against Dr. Ott; in the second 
place, the committee became convinced that the 
character of the chief witness against Dr. Ott, 
a woman operative of the State Police, was dis- 
reputable, and that she was not entitled to 
credence. The third was that certain statements 
of Dr. Ott and by one of his principal witnesses 
at the hearing before the Board, were thought 
by members of the Board to be falsehoods, and 
the investigation of the committee showed to our 
entire satisfaction that they were not in fact 
falsehoods, which seemed to restore an element 
of eredibility to Dr. Ott and his witnesses which 
the Board felt did not exist. The fourth rea- 
son was that the committee felt very strongly 
that Dr. Ott had not been allowed proper 
preparation for his defense. 

I am not going to deny also that the commit- 
tee felt a certain abhorrence of the methods 
adopted by the State Police, working presum- 
ably for the Board of Registration in Medicine, 
in the attempt to entrap Dr. Ott. Also, the 
committee felt quite strongly that it was not a 
fair and impartial trial. 

The facts of the case very briefly are that a 
woman operative of the State Police who repre- 
sented herself as pregnant, and accompanied 
by a plain clothes officer who represented him- 
self as her paramour, came to the office of our 
Fellow and attempted to entrap him, and, as a 
result of testimony given by them before the 
State Board of Registration in Medicine, Dr. 
Ott was adjudged guilty and his license to prac- 
tice was revoked. 

Dr. Ott came at once to the Committee on 
Ethies and Discipline and told us of the facts 
connected with his trial and that the verdict 
was entirely without justification and begged us 
to help him. We made a careful and prolonged 
investigation and came to the conclusion which 
I have stated above. 

Then the Committee on Ethics and Discipline 
requested a conference with the State Board of 
Registration in Medicine, hoping to lay before 
them the evidence which we had secured, and 
to try to persuade them if it were possible and 
reasonable to reopen the case of Dr. Ott. That 
conference was held. There were present a 
minority of the State Board, a large majority 
of the Committee on Ethics and Discipline and, 
I must say, if I am going to tell the truth, as I 
am telling it today, that the members of the 
State Board there showed both resentment and 
hostility at efforts to introduce new evidence 
and to try to convince them that a miscarriage 
of justice had occurred. And they handed down 
a decision refusing to reopen the case. 


-, 
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Before we proceeded to intervene on behalf 
of Dr. Ott we were quite nonplussed. We felt 
there must be something we did not know. We 
did not wish to defend a man who was guilty. 
‘We asked the State Board whether they had ad- 
ditional evidence pointing toward the guilt of 
our Fellow and, if so, would they let us know 
what it was, because we had no intention of 
defending a guilty man. The Board of Regis- 
tration replied through its secretary that they 
had such evidence but that they would not re- 
veal it to us. There seemed to be absolutely 
nothing to do in the performance of our duty 
to this Council and to The Massachusetts Medi- 
eal Society and to our own self-respect but to 
intervene in the case, which was done under the 
guidance of or by means of employing Mr. 
Robert G. Dodge, our counsel. 

Let me say, before I say anything more, that 
every single vote taken by the Committee on 
Ethies and Discipline in these proceedings, was 
unanimous, and that we availed ourselves of 
consultations in the major steps that we took, 
with the president and two ex-presidents of the 
Society. 

The case was tried before Mr. Justice W. C. 
Wait of the Supreme Court last October, and he 
handed down the following decision (reading) : 


“I refuse the request of the defendants for rulings. 
I find that the petitioner was not given a full, fair 
and impartial hearing, to which, by law, he was 
entitled; that the decision of the Board was based 
upon testimony of an unreliable employee of the 
State Police who planned to entrap the petitioner 
into consenting to perform an illegal operation upon 
her, by untrue representations in regard to her 
physical condition, testimony which the petitioner 
was given no reasonable opportunity to meet before 
the Board, and which I find, after hearing was wil- 
fully false; that no other evidence justifies the find- 
ing of the Board; and that the decision of the Board 
was clearly wrong. 

“I order that a decree be entered reversing the 
decision of the Board.” 


That was signed by William Cushing Wait. 

The Assistant Attorney-General at once took 
an appeal from that to the full bench of the 
Supreme Court, whereupon a further decree 
was handed down as follows (reading) : 

“It is ordered, adjudged and decreed that the said 
decision be and the same is hereby reversed and 
that notwithstanding any appeal that may be taken 


from this decree the said decision shall be deemed 
of no effect and shall be reversed.” 


And, in consequence of that, the State Board 
_ restored Dr. Ott’s license to practice. A final 
decision has not been handed down by the Su- 
preme Court as yet. 

I am advised by persons whose judzment I 
believe to be good that there is no possibility 
of the essential parts of Judge Wait’s findings 
being reversed. It is possible that the Supreme 
Court may find upon points of law that some- 
thing in the hearing which Judge Wait gave was 
not in accordance with the statutes. I am sorry 


to make this statement until after final adjudi- 
cation by the Supreme Court, but it is absolute- 
ly necessary in order to prevent myself and, 
more than that, my colleagues, being thought 
to be moved by unworthy motives, because of 
the statements, the whisperings and the in- 
nuendoes which have reached us constantly 
since that event, from sources very close to the 
State Board of Registration in Medicine, and 
such statements as that we have made an at- 
tack upon the State Board. 


Gentlemen, we did not make an attack upon 
the State Board. The State Board is a public 
body discharging a public function and as such 
should not be sensitive to sincere criticism cour- 
teously made, which is what we did. And we 
have made every effort to persuade the State 
Board to listen to us, to weigh our evidence and 
to reconsider its action. 


Another statement which was made—from 
equally important and significant sourees—was 
that the Committee on Ethics and Discipline 
had ‘‘framed’’ the woman operative, which 
means, I suppose, that they had plotted to de- 
fame her character in order to impair her ecredi- 
bility as a witness. That is absolutely not true. 
Neither the Committee on Ethics and Discipline 
nor any member of it, nor counsel employed by 
it, nor any agent of it had anything to do with 
getting evidence against the character of the 
woman operative of the State Police. There is 
no reason why we shouldn’t have done so, but 
we did not do it. Any such statement is ab- 
solutely untrue. So far as I know, any evi- 
dence which reflected upon the character of that 
woman was brought out without difficulty by the 
personal counsel of our Fellow, Dr. Ott. 

The third thing is something that I really 
hesitate to say and, yet again, it seems neces- 
sary to drag this thing out into the light, be- 
cause, again this innuendo has come to me from 
a dozen sources, namely, that the reason Dr. 
Cheever took up the cudgels for Dr. Ott was 
because Dr. Ott was a consultant of his and 
had been sending him cases. I may say that 
that question was asked me by the Chairman of 
the State Board of Registration in Medicine at: 
the conference we had with him. Let me make 
a clear statement of that. 

Dr. Ott was first known to me when he com- 
plained of the unethical conduct of two members 
of our Society two years ago, a case which was 
heard by our committee. I never saw him again, 
unless at meetings of The Massachusetts Medical 
Society, until he came to me in distress on this 
occasion. After his license to practice had been 
revoked, when he was in distress, after we had 
begun to investigate his case and had found suf- 
ficient cause to make it probable that we were 
going to intervene, and after his license had been 
revoked, he asked me to see two patients in sue- 
cessive weeks, patients whom he had sent to 
my office and who in common pity and decency 
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I saw and advised and charged them each $5. 
And my secretary tells me that one has paid 
and the other has not. That is the sole extent 
of any connection which I have ever had with 
Dr. Ott or his practice. 

That is all I have to say about the Ott case. 


On the same day and by the same agents 
another Fellow was convicted in the same man- 
ner by the Board of Registration. That Fel- 
low did not take the case to the Supreme Court. 
He did not answer our letter of inquiry ask- 
ing for an explanation of the situation. Indeed, 
we could not find him. When we did find him 
he was very evasive. And our final conclusion 
was that his manner and the facts that I have 
stated made it highly likely that he was not 
a desirable fellow for The Massachusetts Medi- 
cal Society. We asked for his resignation and 
the Council has voted today to accept it. 


There is one other thing I want to just men- 
tion, and that is that formerly the Board of 
Registration in Medicine gave us quite freely 
the stenographic reports of hearings before the 
Board involving Fellows of The Massachusetts 
Medical Society, which assisted us very much 
in determining what action we as a committee 
should take. Immediately after this incident 
which I have been describing the Board refused 
to let us have any more of those protocols. The 
hearings are open, of course. We can go and 
listen to the hearings—any member of us can 
go—but we are denied the privilege which we 
have appreciated very much before, of having 
these protocols to examine at our leisure. 


There is one other thing, and that is a letter 
from Dr. Ott which I received last night and 
which I think it is my duty to read you, ex- 
pressing merely gratitude. After a preliminary 
paragraph he said (reading) : 

“Of course I am aware that it was not any per- 
sonal feeling for me that actuated the Council of 
The Massachusetts Medical Society to a realization 
that a most unfair thing had been done to me and 
that such a thing might be repeated in the case 
of any other member of our Society. In other words, 
they were fighting for a principle and, while the 
result may be a benefit to the whole Society, the 
immediate beneficiary was myself and I feel that 
my thanks are due.” 


and he renders his thanks in a succeeding para- 
eraph. 

That is all I have to say. I hope you will 
agree with me that it is necessary to state the 
facts and to call a spade a spade. I am here 
and the members of my committee are here. 
We are ready to answer questions. I think that 
the temper of the committee as at present con- 
stituted is to hew to the line, let the chips fall 
where they may. If the Council of The Massa- 
chusetts Medical Society does not like that kind 
of a committee, our resignations can very, easily 
be obtained. (Applause. ) 


PRESIDENT GREENOUGH: Gentlemen, you have 


heard Dr. Cheever’s report. The chair awaits: | 
a motion. 

__A Councitor: May I inquire of Dr. Cheever 
if the entire Board of Registration was in oppo- 
sition ? 

Dr. CHEEVER: I feel I am not qualified to 
answer that. There are members of the Board 
here. No doubt they will answer your ques- 
tion. 

A Councitor: I move that the confidence of 
the Council in the committee be expressed, in 
their action and work upon this case. 

(The motion was seconded and carried.) 

A Councitor: I would like to add that we 
express our thanks and our esteem and gratitude 
to the Committee. 

(The motion as amended was seconded, put 
to a vote and carried unanimously. ) 


Dr. Shields Warren read the report of the 
Committee on State and National Legislation 
(See Appendix No. 2) and it was adopted. 

On motion by Dr. J. M. Birnie it was voted 
to recess for luncheon until 2 P. M. 

On reconvening at 2 P. M. the Nominating 
Committee placed the following names on the 
blackboard as the slate for officers and orator: 
For President, Halbert G. Stetson, Greenfield 
For Vice-President, Thomas H. McCarthy, Brockton 
For Secretary, Walter L. Burrage, Brookline. 


For Treasurer, Charles S. Butler, Boston 
For Orator, Samuel B. Woodward, Worcester. 


There being no other nominations from the 
floor the Chair appointed J. H. Lambert and 
N. P. Breed tellers to distribute, sort and count 
the ballots. 

The report of the Committee on Public Health 
and the report of the sub-committee on Public 
Education were presented by Dr. Dwight 
O’Hara, chairman and were accepted by vote 
(See Appendix No. 3), the recommendation in 
the latter report being referred to the Com- 
mittee on Membership and Finance. Dr. R. P. 
Watkins read the report of the Committee on 
Malpractice Defence and it was accepted. (See 
Appendix No. 4.) Dr. O’Hara read the report 


of the Committee on Clinics and Health Asso- _ 


ciations and it was accepted without discussion 
and the committee discharged. (See Appendix 
No. 5.) The report of the Committee to Confer 
with the Massachusetts Commissioner of Pub- 
lic Health relative to House Bill No. 83, an act 
to provide for promoting the cure, alleviation 
and prevention of rheumatism was presented by 
Dr. J. W. Bartol. (See Appendix No. 6.) He 
said that the meeting with the commissioner had 
been most harmonious and that Dr. Bigelow is 
anxious to go on with the study of the problem 
and would be glad if the Council saw fit to ap- 
point a committee to consider rheumatism and 
confer with an organization which might be in- 
terested in studying the situation. On motion 
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by Dr. Bartol it was voted that such a committee 
be appointed by the President. 

Dr. T. J. O’Brien read the report of the 
Committee on Permanent Home. (See Appen- 
dix No. 7.) It was accepted and on call from 
the Chair the newly elected Treasurer, Dr. 
Charles S. Butler, came forward and received 
the interest bearing note from the Boston Medi- 
cal Library for the sum of $24,703.29. 


In the absence of the chairman Dr. Bartol 
read the report of the Committee on Publica- 
tions and it was accepted (See Appendix No. 8), 
and Dr. W. P. Bowers presented the report of 
the New England Medical Council, that was ac- 
cepted duly. (See Appendix No. 9.) 

On request by Retired Fellow, Oliver W. 
Cobb, of Easthampton he was duly nominated 
by vote for Affiliate Fellowship in the American 
Medical Association. 


Dr. R. B. Butler, Bristol South, presented the 
following proposed amendment to the By-Laws 
for Dr. E. F. Cody, who could not be present 
as he was acting as a delegate to the House of 
Delegates of the American Medical Association, 
meeting in Philadelphia: 

Proposed .amendment to Chapter VII. An addi- 
tional section numbered, 9, to read as follows: 
Section 9. The report of each standing committee 
to the annual meeting of the Council as hereinbefore 
prescribed in this chapter and the reports of every 
special committee whether appointed during the 
current year, or a continuing committee, shall be 
submitted in duplicate to the Secretary of the Soci- 
ety during the month of April. These reports shall 
be published in the official organ of the Society 
in an issue at least two weeks previous to the annual 
meeting. At the annual meeting of the Council the 
chairman, or some other member of a committee, 
shall be allotted five minutes for presenting a résumé 
of his report with emendations or additions, made 
necessary by the work of his committee since the 
publication of the report. 


Dr. Butler explained that the annual meet- 
ings of the Council were apt to be long; that 
Councilors did not always stay until the end 
and that the publication of the reports in ad- 
vance of the meeting would shorten the time 
and also would give Councilors an opportunity 
to study the longer reports at leisure and thus 
to become familiar with their contents. 

Dr. T. J. O’Brien pointed out that the Com- 
mittee on State and National Legislation often 
eould not finish its reports until the adjourn- 
ment of the Legislature, late in May and Dr. 
D. N. Blakely said that his Committee on Mem- 
bership and Finance had held a regular meet- 
ing for many years in the week before each 
Council meeting; it would be confusing to make 
a supplementary report especially on member- 
ship matters. He suggested that getting the 
reports in early and publishing them might be 
tried experimentally before introducing changes 
in the By-Laws. 

An amendment was offered excluding the 
standing committees of Arrangements, on Mem- 


bership and Finance and on State and National 
Legislation from the provisions of the amend- 
ment. Another amendment to strike out the 
words ‘‘five minutes’’ in the fourteenth line was 
offered. One Councilor thought that the pre- 
liminary publication of the repurts was not 
legal. After further discussion Dr. S. B. Wood- 
ward moved that the matter lie on the table. 
The motion was seconded and when put to a 
vote was carried without dissent. 


The following standing and special commit- 
tees for the ensuing year were nominated by 
the Chair and appointed by the Council: 


STANDING COMMITTEES 


Committee of Arrangements 


T. H. Lanman, Chairman; F. H. Colby, G. P. 
Reynolds, W. M. Shedden, W. R. Morrison. 


Committee on Publications 


Homer Gage, Chairman; J. W. Bartol, R. I. Lee, 
R. B. Osgood, E. W. Taylor. 


Committee on Membership and Finance . 


D. N. Blakely, Chairman; Gilman Osgood, G. C. 
Caner, J. E. Fish, H. F. Newton. 


Committee on Ethics and Discipline 


David Cheever, Chairman; W. D. Ruston, S. F. 
McKeen, A. C. Smith, R. L. DeNormandie. 


Committee on Medical Education and Medical 
Diplomas 


P. P. Johnson, Chairman; H. P. Stevens, C. H. 
Lawrence, C. A. Sparrow, E. S. Calderweod. 


Committee on State and National Legislation 


H. G. Stetson, Chairman; T. J. O’Brien, F. E. 
Jones, A. W. Marsh, Shields Warren. 


Committee on Public Health 
Dwight O’Hara, Chairman; E. F. Cody, F. G. 
Curtis, G. N. Hoeffel, G. D. Henderson. 


Committee on Malpractice Defense 
F. G. Balch, Chairman; E. D. Gardner, F. B. 
Sweet, R. P. Watkins, A. W. Allen. 


SPECIAL COMMITTEES 


New England Medical Council 


W. P. Bowers, Chairman; B. W. Paddock, T. H. 
Lanman, J. M. Birnie, H. G. Stetson. 


Committee on Cancer 
W. P. Graves, Chairman; G. H. Bigelow, F. G. 
Balch, P. E. Truesdale, G. F. Martin. 


Home 
n; S. B. Woodward, Henry 
, J. M. Birnie, W. G. Phip- 


Committee on Permane 
T. J. O’Brien, Chai? 
Colt, C. G. Mix 

pen. 


Representatives to M_ :achusetts Central Health 
Council 

On Administrative Board 
Dwight O’Hara. 

District Representatives 
Eastern: E. P. Joslin, T. M. Durell. 
Northeastern: J. A. Mehan, F. W. Snow. 
Southeastern: W. D. Kinney, C. P. Curley. 
Central: G. D. Henderson, R. W. Greene. 
Western: H. J. Downey, R. J. Carpenter. 
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Committee on Public Education 
G. R. Minot, W. H. Robey, F. J. Cotton, F. C. 
Irving, R. M. Smith, E. H. Place, C. C. Sim- 
mons, J. H. Pratt, H. W. Stevens, G. S. 
Derby, J. B. Ayer, H. P. Mosher, R. B. Os- 
good, F. B. Ober, E. P. Joslin, J. D. Barney, 
H. L. Lombard. 


The Chair presented nominations for three 
Honorary Fellows in accordance with the terms 
of Chapter I, Section 4, of the By-Laws, each 
nomination being signed by nine Fellows, name- 
ly for Dr. George Grey Turner, of Neweastle- 
upon-Tyne, England; Dr. Alexander Primrose 
of Toronto, Canada and Sir D’Arey Power of 
London, England. These were accepted by vote 
and referred to the Committee on Membership 
and Finance. 

There being no further business the Council 
adjourned at 3 P. M. 

Water L. Burrace, 
Secretary. 


APPENDIX TO THE PROCEEDINGS 
5 OF THE COUNCIL 


APPENDIX NO. 1 


REPORT OF THE COMMITTEE ON ETHICS AND DISCIPLINE 


The work of the Committee on Ethics and Disci- 
pline for the year just ended may be summarized by 
saying that seven meetings have been held and five 
hearings given to Fellows whose conduct had been 
complained of. Perhaps as an indication that the 
Committee has taken its duties seriously it should be 
added that no member of the Committee has been 
absent from any of these meetings and that the usual 
length of each session has been about four hours. 
The origin and general nature of the cases consid- 
ered may be indicated by classifying them roughly 
as: complaints made by laymen of incompetent treat- 
ment; complaints made by one Fellow against an- 
other on the ground of disparaging criticism, insti- 
gation of lawsuits, advertising, etc.; complaints 
about the excessive size of professional fees made 
either by laymen or Fellows; cases brought to atten- 
tion through newspaper clippings or by hearings held 
by the State Board of Registration; and finally, re- 
quests for advice from physicians as to the propriety 
of certain contemplated acts, usually in the matter 
of professional cards, circulars, broadcasting or ar- 
ticles in the lay-press. In all, these inquiries in- 
volved approximately forty of the Fellows of the 
Society. 

There is nothing new to report in the matter of 
the regulation of advertising. In accordance with 
its previous traditions, the Committee has discour- 
aged the mention in the public print of activities of 
physicians which could be construed in any way as 
advertising. At the same time, the Committee has 
recognized that the modern conception of publicity 
and the rights of the public to be informed about 
current medical events and progress have necessita- 
ted a certain relaxation of the more rigid principles 
hitherto obtaining. We have tried to preserve the 
spirit and purpose of our traditional customs and 
yet show sympathy for the new conditions which 
have arisen. Needless to say, however, the questions 
that present themselves under the heading of pub- 
licity are as difficult to settle as ever. 

The Committee has heard more criticisms than 


ever before on the subject of the charging of alleged 
excessive fees by members of the profession. In this 
connection it will be remembered that the Code of 


Ethics distinctly states that with the knowledge and ©” 


consent of the patient beforehand a physician may 
attach any value he chooses to his services, which 
might seem to take such complaints entirely from the 
cognizance of the Committee. Under some 
circumstances however professional fees may 
appear extortionate, or even dishonorable and in cer- 
tain instances, while the Committee has not felt jus- 
tified in advocating official action by the President of 
the Society, it has remonstrated with the Fellow 
involved and tried to convince him of the reasonable- 
ness and justice of the view which all the members 
of the Committee hold, namely: that one of the most 
serious, though happily not widespread, tendencies 
which are urging the public to a belief in the social- 
ization of medical service to the community, is the 
charging of excessive fees. 


In most of the general complaints which have come 
before the Committee this year, no recommendation 
for formal action by the President has been made. 
One Fellow was recommended for admonition on 
the ground that he had on numerous occasions dis- 
paraged the work of other physicians and had mag- 
nified to patients the seriousness of their illness in 
such a way as to tend to place his own methods of 
practice in a particularly favorable light. Two Fel- 
lows who had been found guilty in a court of law 
of conspiracy in defrauding insurance companies by 
false testimony in automobile accident cases and 
who had been sentenced to prison were recommended 
for deprivation of Fellowship under the terms of 
Chapter I, Section 8 (c) of the By-Laws. 

In general terms it may be said that the Com- 
mittee feels and certainly hopes that its services have 
been of the greatest value by reminding Fellows whe 
have been accused of violations of our ethical code 
that the Society through its Committee on Ethics 
and Discipline is constantly trying to exert a rea- 
sonable, helpful but not unjustly critical supervision 
over the behavior of its members. In most cases it 
is hoped and believed that the hearings before the 
Committee and correspondence between the Com- 
mittee and Fellows has resulted in a feeling of con- 
fidence and security on the part of physicians that 
the authority of the Committee is being exercised in 
a reasonable and friendly spirit. 

It has long been the custom of the Committee—a 
custom which was formally approved by the Council 
at the last annual meeting in June—not to publish 
the names of persons against whom complaint was 
made or who have been disciplined, but in the case 
of our Fellow, Dr. George J. Ott, it is unreasonable to 
adhere to this custom since his case is a matter of 
public record in the courts and since also the inter- 
ests of justice to him require that a clear statement 
of it should be made. It will be remembered that 
the license of Dr. Ott to practice was revoked more 
than a year ago by the State Board of Registration 
in Medicine and that inasmuch as the investigations 
of the Committee on Ethics and Discipline convinced 
it that an unfortunate miscarriage of justice had 
occurred, the Committee sought authority from the 
Council of the Society to employ legal counsel to in- 
tervene in the name of the Massachusetts Medical 
Society on behalf of Dr. Ott, when his case should 
be heard on appeal by the Supreme Court, unless 
indeed the State Board might be willing, on account 
of representations made to them by the Committee, 
to accord Dr. Ott another hearing. The Council 
granted this authority, the State Board refused to 
re-open the case and it was heard on appeal last 
October by Justice Wait of the Supreme Court. In- 
asmuch as the principles involved in this affair are 
of overwhelming importance and since it has cost 
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the Society nearly $1800 the Committee on Ethics 
and Discipline feels that a brief account of the mat- 
ter should be given to the Society. 

In April 1930 a woman stool-pigeon of the State 
Police and an officer in plain clothes impersonating 
her paramour visited the office of Dr. Ott, attempted 
to entrap him, and at the resulting hearing before 
the State Board of Registration gave testimony which 
caused the Board to find him guilty on the charge 
of having promised to commit an abortion, and to 
revoke his license to practice. Dr. Ott, who had 
been a member in good standing of the Massachu- 
setts Medical Society for thirty-eight years, vigor- 
ously protested his innocence and appealed at once 
to the Committee on Ethics and Discipline, knowing 
that the Committee would have to act for the Society 
on the verdict of the Board. 

The Committee made an independent and thorough 
investigation of the facts and came reluctantly to the 
positive conciusion that there had been a terrible 
miscarriage of justice in the verdict against Dr. Ott. 
The specific reasons for this opinion were: 


(1) that there was no responsible charge or com- 
plaint against Dr. Ott to justify the attempt at en- 
trapment by the police, although it was clear that 
members of the Board believed that such action was 
never undertaken except with the justification of 
a written and bona-fide complaint; 

(2) that the disreputable character of the woman 

stool-pigeon did not justify confidence in her testi- 
mony; 
(3) that the Board in estimating the credibility 
of Dr. Ott and of one of his principal witnesses at- 
tached importance to the apparent falseness of cer- 
tain of their statements,—statements which the 
Committee, on investigation were able easily to 
prove were true in one instance, and untrue only be- 
cause based on lack of knowledge in another; 

(4) the fact that Dr. Ott had been lulled by one 
of the police agents into an unwarranted sense of 
security about his impending trial before the State 
Board and had made practically no preparation for 
his defense. 

Actuated by a desire solely for justice and with 
all sincerity the Committee wished to bring these 
points to the attention of the Board, convinced, or 
at least hoping that by so doing they could obtain 
a re-consideration of the case. In addition the Com- 
mittee does not deny that its members felt an ab- 
horrence of the method used in the attempted en- 
trapment of Dr. Ott, and a conviction that his hear- 
ing was neither fair nor impartial. 

A courteous request was made to the Board for a 
conference, which was granted. At this conference, 
attended by a large majority of the Committee, but 
by only a minority of the Board and a high official 
of the State Police, their resentment and hostility at 
the Committee’s effort to obtain justice for Dr. Ott 
were clearly evident and found expression in re- 
marks that were even insulting to your Committee. 
Much to the disappointment of the Committee, a de- 
cision was later handed down refusing to re-open 
the case. Another incident which seemed to confirm 
the hostile attitude of the Board was furnished later. 
Your Committee, nonplussed by the failure of the 
facts they adduced to have weight with the Board, 
felt that there must be additional evidence of the 
defendant’s guilt unknown to them in the posses- 
sion of the Board. A courteous letter was written 
to the Board asking if there were such additional 
evidence, and if so, that it might be made known to 
them, as the Committee had no desire to defend a 
man who was guilty. The Secretary of the Board 
replied that they had such additional evidence but 
refused to communicate it to the Committee. 

In the discharge of its plain duty to the Massa- 
chusetts Medical Society the Committee had no al- 


appeal to the Supreme Court. The case was heard 
last October by Justice Wait,—Dr. Ott was repre- 
sented by his own counsel and our Society by Mr. 
Robert G. Dodge; the Board of Registration by the 
Assistant-Attorney General. The hearing lasted 
three days with an extra day for arguments by 
counsel, which may be contrasted with the ten or 
fifteen minutes which the Chairman of the State 
Board had thought would be sufficient for its dis- 
posal at the first hearing before the Board. Justice 
Wait re-opened the whole case, heard the defendant 
and all witnesses who had testified at the previous 
hearing and many new witnesses, among them your 
Chairman, who was in attendance throughout the 
trial. The decision handed down by the Court is 
as follows:— 


COMMONWEALTH OF MASSACHUSETTS 


SUFFOLK 8s. SUPREME JuUbICcIAL CourRT 
No. 53014 Equity. 
George J. Ott 


Vv. 
Board of Registration in Medicine 


Findings and Rulings and Order 

I refuse the requests of the Defendants for rul- 
ings. I find that the petitioner was not given the 
full, fair and impartial hearing to which by law he 
was entitled; that the decision of the Board was 
based upon testimony of an unreliable employee of 
the State Police who planned to entrap the petitioner 
into consenting to perform an illegal operation upon 
her by untrue repr tations in regard to her phys- 
ical condition, testimony which the petitioner was 
given no reasonable opportunity to meet before the 
Board, and which I find, after hearing, was wilfully 
false; that no other evidence justifies the finding of 
the Board; and that the decision of the Board was 
clearly wrong. 

I order that a decree be entered reversing the de- 
cision of the Board. 

WILLIAM CUSHING WAIT, 
Justice Supreme Judicial Court. 
November 3, 1930. 


A true copy. 
ttest, 
(Signed) H. Fiynn, 
November 4, 1930. Asst. Clerk. 


Seal. 


The State at once appealed from the decision to the 
full bench of the Supreme Court, whereupon Justice 
Wait issued an order that the decision of the State 
Board of Registration be reversed and deemed of no 
effect unless and until his own decision should be 
reversed by the full bench. In accordance with this 
order the State Board restored Dr. Ott’s license to 
practice. 

It is thus clear that the contentions of the Com- 
mittee on Ethics and Discipline have been upheld in 
every respect by a justice of the Supreme Court. The 
full bench has not yet handed down a decision on 
the appeal, but your Committee feels confident that 
whether or not some objection be raised on points 
of law to Judge Wait’s decision, there will be no 
criticism of the wisdom and justice of his verdict. 
The Committee takes this opportunity to express its 
admiration for the painstaking and sagacious in- 
quiry by Judge Wait, and the able, fair and square 
way in which Attorney Dodge presented this case. 
The Committee on Ethics and Discipline regrets 
to say that from sources close to the State Board of 
Registration have come expressions of surprise and 
resentment that the Committee should have “at- 


tacked” the State Board, and that they “framed” the 
woman operative of the State Police in an effort to 
obtain evidence against her moral character and 


ternative but to intervene on Dr. Ott’s behalf in his 


The Com- 


thus impair her credibility as a witness. 
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mittee wishes vigorously and emphatically to deny 
these allegations. No “attack” was made on the 
State Board. The Board is an official body discharg- 
ing a function which vitally concerns the public, 
and should be able to receive criticism sincerely con- 
ceived and courteously offered without feeling that 
it has been subjected to an “attack”. As regards the 
second allegation, the Committee on Ethics and Dis- 
cipline,—neither personally nor through its counsel 
or any agent had anything whatever to do with 
securing evidence against the moral character of 
the stool-pigeon of the State Police. Such evidence, 
so far as the Committee knows, was obtained with- 
out difficulty by Dr. Ott’s personal counsel. 

Another Fellow of the Society was subjected to 
revocation of his license by the State Board on sim- 
ilar charges based on evidence obtained in substan- 
tially the same manner. In this instance the Fel- 
low in question failed to seek redress before the 
Supreme Court and failed even to answer communi- 
cations from the Committee who therefore felt that 
these facts created a strong presumption that he was 
not in sympathy with the standards of the Society 
and offered him an opportunity to resign, which he 
accepted. It is interesting to note that shortly 
thereafter his license to practice on probation was 
restored by the State Board of Registration. 

The Committee wishes to mention another inci- 
dent apparently related to the Ott case. Formerly 
on request of the Committee, the Secretary of the 
State Board was accustomed to give or loan to the 
Committee copies of the testimony at hearings before 
the State Board involving alleged misdemeanors of 
Fellows of the Society. This was much appreciated 
by the Committee because it was of the greatest 
assistance to it in determining whether or not to 
recommend disciplinary action on the part of the 
Society through its President. Immediately after 
the filing of our intention to intervene on behalf of 
Dr. Ott before the Supreme Court, the State Board 
sent word that it would no longer permit the Com- 
mittee to have copies of testimony taken before it. 
The hearings, naturally, are not in camera, and 
members of the Committee may attend and listen to 
the testimony when notified by the Board that a 
Fellow of the Massachusetts Medical Society is to 
appear before it, but the Committee regrets exceed- 
ingly that it is now denied the opportunity to re- 
view leisurely and carefully the stenographic evi- 
dence. 

In conclusion the Committee wishes to record its 
deep regret that a rift seems to have appeared in 
its relations to the State Board of Registration in 
Medicine. The two bodies have the same object 
and should work in harmony to uphold the profes- 
sional and ethical standards of the medical profes- 
sion in Massachusetts. On few other occasions, so 
far as the Chairman can recall, has the Committee 
not approved wholly of the action of the Board. In 
the present instance the Committee offers no criti- 
cism of the Board but is content to allow the ver- 
dict of Judge Wait to be its justification for action 
taken. 

DAVID CHEEVER, Chairman, 
WARREN D. RUSTON, 
SYLVESTER F. MCKEEN, 
ALFRED C. SMITH, 
RosertT L. DENORMANDIE, 
Committee on Ethics and Discipline 
of the Massachusetts Medical Society. 
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LEGISLATION 


More bills than usual were introduced for the con- 
sideration of the Legislature of 1931, and of the 2100 


odd bills, many were intended to obstruct or influ- 
ence adversely the advancement of medical science. 

Your committee early decided that a vigorous of- 
fense would be the best policy of presenting our 
principles to the general public and the legislators. 
Through the codperation of the presidents and offi- 
cers of the district societies arrangements were made 
whereby the local legislators were invited to attend 
a dinner by the district legislative committee, and 
the various bills were there discussed by members of 
the committee and others competent to answer ques- 
tions. No pledges were asked, and invariably the 
members of the Legislature expressed appreciation 
for the courtesies extended to them. This method, 
initiated by the officers of the Plymouth District in 
1929, was followed from early in January until the 
end of the session and your committee felt that it 
accomplished a great deal. 

The districts selected for these campaigns in- 
cluded Essex North, Worcester North, Plymouth, Nor- 
folk, and Worcester. Addresses by the same speak- 
ers were also given at clinical meetings held at the 
Children’s Hospital, Boston Medical Library, and the 
Chelsea Memorial Hospital. 

The Auxiliary Committee was appointed, after 
conferring with the presidents of the district so- 
cieties, in order that there might be three active 
members appointed for each senatorial district. The 
members of this committee were supplied with the 
salient facts concerning the various bills and were in- 
structed personally to inform their local legislators 
of our views. 

There were certain bills presented before the Leg- 
islature upon which your committee felt no unanim- 
ity of opinion existed among the Fellows of the Mass- 
achusetts Medical Society. Under these circum- 
stances the committee felt that no action should be 
taken by it. Such bills included those relating 
to the prohibition laws, the bill introduced by the 
Department of Public Health advocating a hospital 
for rheumatism, and the birth control bill. All of 
these bills failed to pass with the exception of the 
one advocating a constitutional convention for the 
repeal of the eighteenth amendment. 

The request for legislation to provide a lien to en- 
sure the payment of medical expenses in the settle- 
ment of damages under the law relating to the com- 
pulsory liability insurance of motor vehicles was 
denied, while a similar bill to provide liens in favor 
of hospitals was reported favorably in a resolve pro- 
viding for an investigation by the Judicial Council 
of this and other matters of a judicial nature pend- 
ing before the general court. 

The petition for legislation to regulate the con- 
duct of physicians and extend to six years the stat- 
ute of limitations relative to actions in tort against 
physicians was given leave to withdraw. 

A bill asking for the creation of a department of 
public medicine and health to take over the duties 
of the Departments of Public Health and Mental Dis- 
eases and certain of the activities of the Departments 
of Public Welfare and Industrial Accidents, was de- 
feated. 

The bill opposing all compulsory vaccination was 
defeated, and the bill requiring the compulsory vac- 
cination of children in private schools was passed 
by the Committee and by the House but it was de- 
feated, without argument, in the Senate. 

The petition for the establishment of a board of 
examination and registration to regulate the practice 
of magnetic healers was given leave to withdraw. 

The bill asking for the establishment of a medical 
research board for the purpose of studying and dis- 
tributing certain facts and information was referred 
to the next annual session. 

The request for the definition of hernia under the 
Workmen’s Compensation laws was given leave to 
withdraw. 
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The request that the Department of Public Health 
be authorized to publish and distribute information 
relative to cancer was given leave to withdraw. 

A bill was introduced for the establishment of a 
board of registration in chiropractic and relative to 
regulating the practice thereof. The bill as filed in- 
cluded a number of extraordinary provisions. It was 
published in the New England Journal of Medicine 
of February 12, 1931, Page 335. A number of repre- 
sentative physicians spoke at the hearing in oppo- 
sition to this bill, such as the President of the 
Massachusetts Medical Society, the Commissioner of 
Public Health, the Surgeon-General of the State, the 
Director of the Department of Mental Diseases, mem- 
bers of the Board of Registration in Medicine, the 
Medical Examiner of Suffolk County, and prominent 
homeopaths and osteopaths. One physician who re- 
ceived a degree in chiropractic after sixteen hours of 
study, exhibited his diploma as a “Doctor of Chiro- 
practic” and described the course of study as taken 
by him. During weeks of deliberation several re- 
drafts of the chiropractic bill were submitted to your 
committee by the attorney representing the chiro- 
practors, and several conferences were held but your 
committee refused to agree to any change in the 
oft-expressed principle that there must be but one 
standard of qualification to practice the healing art 
in Massachusetts. The legislative committee finally 
decided to report favorably a substitute bill for reg- 
istration of chiropractors, virtually the same bill 
which was defeated in the 1929 session. This bill 
was heard before the House Ways and Means Com- 
mittee on May 14, 1931, and this Committee reported 
to the House that the bill “ought not to pass”. The 
House accepted the report and the bill was defi- 
nitely defeated on May 2@, 1931. 

The legislative session of 1931 was one of the 
hardest campaigns ever waged against the principles 
of scientific medicine, and the Committee on State 
and National Legislation desires to express its grati- 
tude to the many members of the Society who car- 
ried out their assignments in such an excellent man- 
ner and helped to accomplish the favorable results. 
The parent society appreciates the time and the 
money spent by the district societies in entertaining 
their local legislators. 

SHIELDS WARREN, Secretary. 


APPENDIX NO. 3 


REPORTS OF THE COMMITTEES ON PusBLic HEALTH AND 
PusBLic EDUCATION 


ON PUBLIC HEALTH 


The report of the Committee on the New England 
Medical Council which was received by the Council 
of the Massachusetts Medical Society and referred to 
the Committee on Public Health, on October 1, 1930, 
has been carefully studied. 

This matter consists of an account of the coérdina- 
tion of the various health activities in Maine into 
the Maine Public Health Association, with the or- 
ganization of County Committees, and charged with 
the supervision of public health matters under the 
following nine sections: 

Public Health Nursing 

Health Education 

Cancer Prevention 

Heart Disease Prevention 

Dental Hygiene 

Mental Hygiene 

Social Hygiene 

Vision and Hearing Conservation 
Section of Crippled Children 

The details are given in Appendix No. 3, of the 
Proceedings of the Council, for October 1, 1930. 


ordinating functions suggested in this communication 
are provided for in this State by the Massachusetts 
Central Health Council, in which the Society is rep- 
resented by the chairman of the Committee on Public 
Health, and, that if expansion of present activities 
is deemed advisable it would be most harmoniously 
accomplished through the present Central Health 
Council rather than through the formation of a 
parallel organization. The Committee on Public 
Health, therefore, has no recommendation to offer at 
this time. 
Dwicut O’Hara, Chairman. 


ON PUBLIC EDUCATION 


The Committee on Public Education has dealt with 
a few requests for opinions on specific questions of 
medical broadcasting. In one instance it disapproved 
the proposal of a Fellow to answer medical questions 
and give short medical talks under the auspices of 
the makers of a proprietary remedy. 

The Committee has prepared, or secured, approxi- 
mately thirty-five original ten-minute broadcasts. 
These are now being given by the State Department 
of Public Health over Station WBZA on Wednesdays, 
at 5.20 P. M. Newspaper stories regarding these 
broadcasts cannot be secured because the Committee 
is unwilling to allow the publication of the author’s 
name. The name of the person reading the broad- 
cast, who may or may not be the author, is given in 
the announcement, but the State Department of 
Public Health gives out no names in reply to subse- 
quent written inquiries. Possibly a time may come 
when such a committee as this will be acceptable 
authority for publicists, but it has not yet arrived. 

In the hope of widening its influence, the Com- 
mittee on Public Education has again opened nego- 
tiations with the Boston Better Business Bureau, to 
which it believes the Medical Society should give its 
support. 

Through the efforts of the Boston Better Business 
Bureau the six leading broadcasting stations in this 
locality have adopted certain standards, aimed to 
prevent “deceptive, misleading, fraudulent, or gross- 
ly exaggerated” advertising. The Bureau is also ex- 
erting a similar influence on newspaper advertising. 

The Committee on Public Education has therefore 
voted to recommend that the Society contribute not 
less than $250.00 a year to the Boston Better Busi- 
ness Bureau, thus securing an active membership in 
the Bureau and endorsing its work. : 

Dwicut O’Hara, Chairman. 


APPENDIX NO. 4 


REPORT OF THE COMMITTEE ON MALPRACTICE DEFENSE 


The Committee on Malpractice Defense has had a 
few things of importance to consider during the year 
but most of the work has been along the ordinary 
channels. The Committee has not been called to- 
gether since our last report. It is so widely scat- 
tered that questions have been settled by mail. Dur- 
ing the year, three men have applied to the Society 
for defence as they were carrying no insurance. 
The Chairman has interviewed these men and in each 
case the Society has taken care of their defence. In 
the defence of one or two suits, some question has 
come up which had to be decided at once and the 
Chairman has taken it upon himself to settle the 
problem. 

There are two matters which came before the Com- 
mittee and about which I wrote to each member. It 
is not yet finished and will probably have to come up 
for additional legislation next year. 

1. A member was sued for conspiracy in connec- 
tion with the filing of commitment papers. He had 


Your Committee is of the opinion that the co- 


made a change in his insurance and there was some 
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question at first whether the company insuring him 
at the time the commitment papers were signed 
would undertake his defence. It was a question 
whether a person could lawfully be defended in an 
action for piracy, in fact for anything except 
malpractice. As I understand it, the insurance com- 
missioner rules that a company cannot insure against 
criminal liability. The question was referred by the 
insurance commissioner to the attorney general and 
Mr. Dodge appeared before the attorney general to 
represent us. We may have to go before the Legis- 
lature for further legislation on the subject next 
year. 

It has seemed to some of your Committee that 
while it might be unlawful for an insurance com- 
pany to insure a person against a conspiracy suit, 
it might be possible for the Massachusetts Medical 
Society to defend a man in such a suit. He would 
have to pay his own verdict if he lost but that 
would be so if one of the commercial companies had 
defended him. It might be simpler than trying to 
get new legislation. 

2. Another question that has been put to us is 
that of supplying, or at least suggesting, experts for 
court work. When the Malpractice Committee was 
started, this was not one of our duties. In fact, Dr. 
J. S. Stone, then president, told me, when he asked 
me to be chairman, that the Committee was not 
expected to serve as experts or to have anything 
to do with that part of the subject. The question 
has arisen lately whether our Committee would 
supply experts. Thus far the commercial compa- 
nies have not called upon us and I should suppose 
they would much preter to choose their own ex- 
perts. A man may be ever so wise and yet make a 
very bad witness. In cases defended by the Mass- 
achusetts Medical Society, we certainly would do all 
we could to help out. Perhaps it would be worth- 
while to have a panel chosen from the members, of 
men who were willing to serve as experts in the 
various specialties. These lists might stand for a 
year only and so not prove too burdensome. There 
have been various suggestions as to who should 
choose this panel. It would have most authority if 
picked by the officers of the Society and would mean 
a list of men who really could qualify as experts. 
That is a knotty problem which has worried judges 
and lawyers for years. 

During the year ending June 1, 1931, the Society 
has concluded three cases. Of these, they have won 
one. Twelve have not yet come to trial. No case 
has been compromised. One was dismissed for lack 
of prosecution and one was not entered in court. 

FRANKLIN G. BALCH, Chairman, 
FREDERICK B. SWEET, 

P. WATKINS, 

Epwin D. GARDNER, 

ARTHUR W. ALLEN, Secretary. 


APPENDIX NO. 5 


FINAL REPORT OF THE COMMITTEE ON CLINICS AND 


HEALTH ASSOCIATIONS 


At the annual meeting of the Council of the Mass- 
achusetts Medical Society in June, 1930, a commit- 
tee appointed by the president as a result of the vote 
at the October, 1929 meeting of the Council made its 
report to the Council. Further discussion of this 
report took place at the October, 1930 meeting of the 
Council at which time the committee was directed to 
amplify its report. 

In substance the original report of the committee 
recommended that every attempt should be made to 
see that special clinics, health associations and in- 
dustrial clinics of the state, practice under the same 
code of ethics as does the individual physician of the 


Massachusetts Medical Society. The committee rec- 
ognizes that all practice, to be legal, has to be by a 
physician, and believes that this should be firmly 


upheld. The committee speaks of “the practice” of atl 


special clinics merely for purposes of simplicity. The 
committee furthermore recommended that organized 
medicine in some of its branches should undertake 
the medical responsibility, or at least supervision, of 
as many of these special clinics as possible. The 
committee still further suggested that the Medical 
Society might develop activities looking toward post- 
graduate instruction of the profession. 

Since this report the committee has communicated 
with each of the various district medical societies, 
and a varied amount of data was obtained in this 
way from seven of them. Other data were obtained 
from the State Department of Public Health, which 
licenses certain clinics, and also from the Massachu- 
setts Department of Labor and Industry. For ex- 
ample: 1800 manufacturing, mercantile, or mechan- 
ical establishments maintain medical or first-aid de- 
partments; 1154 employ neither a physician nor a 
nurse but have a “competent” person in attendance; 
393 have a nurse in attendance with a physician on 
call; and 86 have both physician and nurse in at- 
tendance. Your committee finds every possible 
variety and kind of so-called specialized clinic and 
finds that there is every possible attitude on the part 
of the profession to them. There are 92 dispen- 
saries in 28 towns, and in 14 districts. Seven of 
these dispensaries are operated by insurance com- 
panies; 27 more are not connected with hospitals; 
the remaining 58 are under hospital control. Eleven 
of the last group are connected with the Boston 
Lying-In Hospital. In one year these dispensaries 
take care of approximately 46,500 new patients, 5,760 
of which are cared for in their own homes; 228,200 
old patients, 17,695 of which are likewise treated at 
home; and dispense approximately 56,000 prescrip- 
tions. 

In some communities the various clinics seem to 
meet with the general approbation of the physi- 
cians; in other communities some receive the appro- 
bation and some the disapproval of a majority of 
the physicians. As the committee outlined in its 
earlier report, it seems imperative that these vari- 
ous clinics should be put under the same code of 
ethics which applies to the individual physician. The 
Committee has found individual instances of the 
abuse of clinics in that the clinics, though designed 
for the poor, accept those who can pay the physician. 
It is, of course, exactly at this point that most of 
the discussion and most of the ill feeling is engen- 
dered. Because there is no uniformity in the degree 
of this ill feeling, or in whatever justification there 
may be for its existence in the various localities of 
the State, the committee is unable to devise any sat- 
isfactory procedure that would be universally ap- 
plicable to these various localities. The committee 
believes that each District Medical Society is better 
qualified to deal with its own problems, and recom- 
mends only that such dealings may be based upon the 
general considerations made in this and in its for- 
mer report. 

It seems clear that the public is far from satisfied 
with the present attitude of organized medicine. It 
is not possible to treat lightly the constantly re- 
curring criticisms of the profession in the public 
press, in the form of articles, books, etc. It may be 
baldly stated that in general the public believes in 
getting treatment at the cheapest possible rate. 
Sometimes one wonders if the public is not more 
interested in cheap rate than in good treatment. 
Speaking broadly, the public believes in advertise- 
ment. The public sees no reason why doctors should 
not advertise and in so far as it has control of clinics, 
it believes in advertisement of clinics. The public 
believes that the organized medical profession looks 
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askance at these various clinics, not from any al- 
truistic point of view, but from a purely selfish point 
of view. The solution of this difficulty seems ob- 
viously to your committee, as it previously reported, 
to be in a more aggressive attitude on the part of 
the organized medical profession, and for the medi- 
cal profession to undertake by itself or otherwise 
the organization of new clinics if necessary and the 
supervision and a good deal of the responsibility for 
the existing clinics. This, in the mind of the com- 
mittee, is the only method of meeting the situation. 
Your committee believes that the public, which is the 
final arbiter in all such matters, will insist upon some 
of these clinics and in case there is a complete dis- 
regard on the part of the medical profession of this 
attitude of the public, the public will then organize 
clinics with standards of business rather than of the 
medical profession, and the very existence of these 
various clinics will find the medical community di- 
vided against itself. 

There is at the moment a fairly widespread be- 
lief that only at hospitals and at clinics can a pa- 
tient find with certainty all of the necessary appara- 
tus for diagnosis and treatment. A goodly share of 
the laity forgets that after all it is a doctor who makes 
the clinic and that often the same doctor is more or 
less in competition with himself in private prac- 
tice. It is true that medicine is making prodigious 
strides and that it is difficult for the overworked 
practitioner to separate the new things of worth 
from the new things that are merely fads. Then, 
too, the morbid-minded reader of books and maga- 
zines constantly finds nowadays what seems to some 
a multitude of very important discoveries. It is un- 
fortunate for the practitioners if important medical 
discoveries happen to reach their patients before 
they are put to use by the patient’s physicians. 

A couple of generations ago too many doctors re- 
fused to believe in the germ theory. Over a genera- 
tion ago too many doctors didn’t believe in cutting 
for a new fangled appendicitis. These men were 
honest sincere men and to these men and their suc- 
cessors the Medical Society owes, in the view of the 
committee, a very definite duty, namely, to develop 
various forms of activity which would look toward 
postgraduate instruction of the profession. Your 
committee then reiterates with an amplified dis- 
cussion the three suggestions that were made in its 
earlier report. The committee does not believe that 
the ethical code of the medical profession should 
be changed, but it does believe that the same ethical 
code should pertain to the practice of medicine in 
the office, in the hospital, or in the clinic. If any of 
these clinics are operating illegally or practicing med- 
icine, legal recurrence should be had to law. 

In many instances abuses have crept into certain 
clinics which are otherwise sound and which would 
not have happened if the medical profession had not 
turned the responsibility of these clinics to other 
hands. It would be a calamity if the medical pro- 
fession undertook to combat the public in either the 
general principle of clinics or in many, though not 
all, of its details. A much more effective solution is 
for the profession to participate actively and aggres- 
sively as a group rather than as individuals. 

In conclusion, the committee feels: 1) that it has 
stated the basis upon which the practice of medicine 
by clinics and doctors should be founded; 2) that 
this basis should be brought to the attention of all 
parties where and when ill-feeling and conflict arise; 
3) that local difficulties should be met by local ag- 
gressiveness on the part of the medical profession; 
and, 4) that the committee itself may be appropri- 
ately discharged at this time. 


Rocer I. Lege, Chairman. 


APPENDIX NO. 6 


REPORT OF THE COMMITTEE TO CONFER WITH THE Com- 
MISSIONER OF PuBLIC HEALTH ON RHEUMATISM 


The committee appointed to confer with representa- 
tives of the State Board of Health relative to House 
Bill No. 83, an act to provide for promoting the cure, 
alleviation and prevention of rheumatism and al- 
lied diseases, begs leave to report that it has so 
conferred and that the bill has failed of passage. The 
committee, nevertheless, is impressed with the wis- 
dom and need of meeting in some manner the _in- 
creasing demand for the control of these important 
economic diseases. The committee believes that the 
purpose dominating this attempted control should be 
the making available to the general practitioner of 
the most successful methods of treating these wide- 
spread and crippling diseases. 


B. W. Pappock, 
D. D. SCANNELL. 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON PERMANENT HOME 


On June 5, 1931 at a meeting of the Joint Com- 
mittee of the United Building and Endowment Fund 
a final report was rendered by the Treasurer and 
it was agreed that 1/6th of the amount collected, . 
minus expenses, be allocated to the Massachusetts 
Medical Society. This sum totaled $24,703.29. 

Dr. Greenough offered a motion that a two year 
note, with privilege of renewal, for this amount at 
442%, dating from April 1, 1931, interest to be paid 
semi-annually, be given to the Massachusetts Medi- 
cal Society by the Boston Medical Library. This 
motion was seconded and passed. 

It was agreed that all money received by the Bos- 
ton Medical Library on pledges made during the 
campaign be apportioned as formerly. This money 
will be forwarded to the Treasurer of the Massa- 
chusetts Medical Society. 

Your committee recommends that the time for re- 
adjustment of the proportionate cost of maintenance, 
as submitted in our report to the Council in October, 
1930, be changed from two years to one year. 

The Building Fund, consisting of securities now 
in the hands of the Treasurer, has a par value of 
$19,000. Interest on this amount, now on deposit, 
amounts to $2,128.37. The grand total of the Fund 
for Permanent Home is $45,831.66. Your committee 
recommends that the interest from these invest- 
ments be added to the principal. 

The lease of quarters at 165 Newbury Street, Bos- 
ton will be terminated September 30, 1931, after 
which date our occupancy and rental will begin at 
8 The Fenway. 

Your committee herewith deposits with the Treas- 
urer the interest bearing note from the Boston Medi- 
cal Library to the Massachusetts Medical Society 
for $24,703.29. 

THoMAS J. O’BRIEN, Chairman. 


APPENDIX NO. 8 


REPORT OF THE COMMITTEE ON PUBLICATIONS 
The New England Journal of Medicine 


The Journal has continued to publish the proceed- 
ings of the Massachusetts Medical Society, the New 


J. W. 
F. J. CorrTon, 
| R. B. Oxrorp, 
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Hampshire Medical Society, the Vermont State Medi- 
cal Society, the New England Surgical Society, the 
New England Pediatric Society, the New England 
Obstetrical and Gynecological Society, the Boston 
Surgical Society, the New Hampshire Surgical Club 
and the Neisserian Medical Society as the official or- 
gan of these several bodies. . 

In addition the Massachusetts Medico-Legal So- 
ciety, the New England Branch of the American 
Urological Society and the New England Medical 
Council, although not in the group of the Societies 
using the Journal as the official organ, have prac- 
tically joined those mentioned above in sending their 
reports for publication. 

The regular reports contributed by the District 
Societies and many local medical organizations seem 
to indicate a growing spirit of codperation through- 
out the state. Scientific papers have been contrib- 
uted by 232 authors, and 136 editorials have been 
published which together with correspondence, news 
items, book reviews, and miscellaneous material has 
required 2598 pages of reading matter. An excess of 
material has been offered above that for which space 
could be provided. 

During 1929 and 1930 advertising revenue de- 
creased, apparently due to the widespread business 
depression, but more interest is now shown by busi- 
ness organizations in taking space. 

In the latter part of 1930 the circulation reached 
the highest figure in our history with the distribu- 
tion of 6483 copies. The circulation falls off after 
the figures of the payments of the annual dues are 
tabulated for members in arrears do not receive the 
Journal until payment of the assessment has been 
reported. This decline amounts approximately to 10 
per cent., which is gradually made up throughout 
the remainder of the year as Fellows find it con- 
venient to meet the required payments. 

The cost of publishing the Journal for 1930 is: 


Printing $23,347.66 
Postage, Binding and Mail- 

ing 6,238.03 
Reprints 6,582.48 
Engraving 1,672.98 
Mass. General Hospital, 

C. R. 1,841.86 
Index 314.91 
Office Salaries 6,432.08 
Salaries of Editors wu... 3,950.04 
Commissions 2,036.41 
Editorial Expense 1,145.15 
Rent 1,104.32 
Miscellaneous 2,637.00 

$57,302.92 

The revenue for 1930 is: 

Advertising $24,891.08 

Books 41.14 
Engraving 926.43 

Envelopes 233.56 

Reprints 7,378.64 
Subscriptions 8,457.14 

New Hampshire State Medi- 

cal Society 601.77 
Vermont State Medical So- 

ciety 478.28 
Miscellaneous 500.39 


$43,508.43 


Clerical service has been provided for the offices 
of the Society by the office force of the Journal. 

The deficit is provided for by a yearly appropria- 
tion by the Society of $15,000.00 which has been 
wholly drawn upon in one instance only. 

Accommodations for the Journal have been pro- 
vided in the Boston Medical Library building which 
will be occupied after the termination of the pres- 
ent lease on September 30, 1931. 


There will be considerable expense in connec- 
tion with the moving from the present quarters and 
the purchase of equipment. Some of the present 
furnishings are inadequate because of the wear of 
use and increase in accumulated records. Certain 
additions which are needed have been deferred un- 
til after moving to the new quarters. 

The Journal has maintained an unofficial pub- 
licity bureau in response to appeals for matters 
of general information about the medical profes- 
sion requiring the expenditure of time in furnishing 
information on many subjects. 

There has been a general spirit of codperation 
on the part of officers and members of the Society. 

The committee feels obliged again to call attention 
to the ridiculously inadequate salaries paid to the 
editors of the Journal. Dr. Bowers devotes his en- 
tire time to the duties of Managing Editor for little 
more than enough to pay his railroad fare to and 
from his home. He will not accept more but the 
committee feels that it would be failing in its duty 
if it did not call attention to the fact that the suc- 
cess of the Journal is due to the unselfish devotion 
and untiring efforts of Dr. Bowers, and it further 
desires to place on record its conviction that the 
Society owes a debt of gratitude to Dr. Bowers and 
his assistants that it will be difficult to discharge. 


The Complete Catalogue, 1781-1931 


A Complete Catalogue of the Society from the 
beginning of the Society to the date of the Council 
meeting, February 4, 1931 has been in process of 
making for the past five years. It was finished by 
the Secretary in May, in the form of a book of 272 
pages, printed on Warren “Old Style” paper, stitched, 
so that the pages would open easily, and covered 
in green paper. The total of Honorary, Past and 
Present Fellows was 11,126. 

Five hundred copies of the book have been made 
and 200 distributed to the officers and to each Dis- 
trict Society, to libraries throughout the country, 
to certain state medical societies, while the balance 
of 300 copies is stored in the vault of the Society 
at No. 8 The Fenway, Boston, for distribution to 
those who may have need of them and prefer a 
request. 

Homer Gace, Chairman. 


APPENDIX NO. 9 


Report OF THE NEW ENGLAND MEpbICAL COUNCIL 


This small but active organization composed of 
five delegates from each of the medical societies 
of the New England States has had a profitable year 


|under the chairmanship of Dr. Bertram L. Bryant 


of Bangor, Maine. 


Two meetings are held each year at which sub- 
jects of common interest to the medical profes- 
sion are discussed. Speakers outside the member- 
ship of this organization qualified to discuss sub- 
jects selected for consideration have been invited 
to prepare and read papers. Nearly all of the dele- 
gates from the several state societies have attended 
the meetings. 

The first meeting of this year was held in Bos- 
ton, February 12. 

Herbert E. Locke, Esq., Augusta, Maine, the at- 
torney for the Maine Medical Association, read a 
paper under the title of “The Malpractice Suit: Why 
and Wherefore.” 

The speaker gave an analysis of the problems in- 
cident to malpractice suits with excellent advice 
with respect to handling such matters. 

The subject was discussed by Dr. Franklin G. 
Balch of Boston, Frank Sulloway, Esq., of Concord, 
N. H., Mr. George Crosbie of Boston, Dr. H. O. Ches- 
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ley of Dover, N. H., and members of the Council. 
Nearly every one present found the subject of suffi- 
cient interest to participate in referring to various 
phases of the problems or to ask questions about 
specific details. 

Mr. Dudley Harmon of Boston, an executive officer 
of the New England Council explained the purpose 
leading to the formation of this organization which 
is composed of seventy-two business men represent- 
ing the several New England States. This is a vol- 
untary conference meeting twice a year brought 
about as a result of the suggestion of the Gov- 
ernors of the New England States that our business 
and civic problems should be considered from time 
to time with the hope that a common New England 
spirit should be applied to improving the general 
prosperity and living conditions in this section of 
the country. 

He felt that although the New England Council 
had devoted its activities more generally to busi- 
ness affairs in which the several states are inter- 
ested, it has not thus far had a section devoted to 
medicine or public health and that it is probable 
that a proposition from the New England Medical 


Council for the extension of the functions of the 
former organization to include a section devoted to 
common health matters would be favorably consid- 
ered. The advisability of having a section which 
will present matters relating to health activities 
and the various medical problems suitable for lay 
consideration will be brought to the attention of 
this larger New England Council. 

These meetings of the Medical Council are financed 
by contributions from the several state societies 
from the amounts appropriated on recommendations 
of the Committee on Finance. 

The expenses of the last meeting amounted to 
$421.36 which were met by payment of $70.23 by the 
Society. 

The officers elected for the ensuing year are as 
follows: 

President: 

Vice-President: 
bury, Vermont. 

Secretary-Treasurer: Dr. W. P. Bowers of Clinton. 

The records of the meetings are published in the 
New England Journal of Medicine. 

Wa P. Bowers, Secretary-Treasurer. 


Dr. George Blumer of New Haven. 
Dr. W. G. Ricker of St. Johns- 
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ORGANIZED OR GROUP MEDICINE 


The Proposal of a Plan Which Obviates Many of the Objections 
Often Encountered In The Formation 


of a 


Group 


BY MONTAGUE L. BOYD, M.D.* 


T would seem that the adoption of organized 

or group medicine by the medical profession, 
at least for the diagnosis of diseases, is inevita- 
ble. Both the public and the medical profession 
recognize the need of some change from the 
present plan of medical practice. That physi- 
cians understand the need of a change is shown 
by the numerous hospitals which have been built 
within the past few years, and the many groups 
which have been attempted or actually estab- 
lished. After having given, without success, a 
great deal of time to thinking about organized 
medicine in an attempt to discover a plan by 
which a group could be arranged to work in 
harmony and efficiency, not long ago, a scheme 
oecurred to me which seemed simple and effec- 
tive. 

My difficulty in the past has been that I have 
had in mind the welfare of the physician and 
built my plans around him rather than around 
the patient. I should have remembered that the 
first consideration of the medical profession 
should be, under any circumstances, service to 
their patients. An organization built up about 
this conception should give satisfactory results. 
When the welfare of the doctor is the primary 
consideration, we immediately encounter the dif- 
ficulty of persuading a number of already well- 
known doctors, jealous, naturally, of their well- 
established reputations, to submerge their indi- 
viduality by becoming one of a group. It is still 
harder to persuade a young, ambitious physician, 
with an already remunerative practice, to thus 
submerge his individuality while other, older 
men, are put forth as leaders of the group. 
Another difficulty is in reaching an agreement 
concerning the amount of compensation which 
each member of the group is to receive for his 
services. And still another recognized problem 
is the unwillingness of the average specialist to 
ally himself to a group, the successful operation 
of which cannot be assured in advance, for fear 
that he will lose the referred work which he has 
in the past received from physicians not in- 
cluded in the group. The net income of a phy- 
sician is relatively so small in comparison with 
his accepted standard of living that he is timid, 
naturally, about doing anything which jeopard- 
izes his financial welfare. And while service to 
the sick is the most essential thing in a doctor’s 
life, it must be remembered that the character 
of the service, even the service itself, is depend- 
ent upon his health and strength; these are 

*Boyd—Head of Department of Urology, Schoo) of Medicine, 
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largely contingent upon his happiness; and that, 
in turn, is governed by the happiness and wel- 
fare of his family and a partial freedom, at least, 
from financial worries. 

The plan which I have to offer largely obvi- 
ates these drawbacks to a group formation. The 
physician becoming a member of the group or 
clinic staff will, if he wishes, keep his private 
work entirely separated from the clinic, though 
I believe he will eventually find it best to send 
most of his patients to the clinic and so take ad- 
vantage of the better facilities which a clinic 
offers for getting consultations and other work 
done in the most economic and effective manner. 

Instead of limiting the clinic staff to one in- 
ternist, one surgeon, one urologist, and so on, I 
believe that it would be possible, in many in- 
stances, to have two men, or even more, in each 
of the various branches, so that if, for personal 
or professional reasons, a member of the staff 
did not desire to employ a certain man for con- 
sultations on his private patients, another would 
be available. Also, with more than one staff 
member in each department there would be the 
added advantage of always having one respon- 
sible consultant available if the other were sick 
or absent for any reason. This would be much 
more satisfactory than to have the absent con- 
sultant represented by an assistant of unproved 
ability. The public, I believe, has already rec- 
ognized that some doctors are tending to do too 
great a part of their practice by proxy. 

Nor should consultations on the patients of 
the staff or upon clinic patients be limited to 
members of the group. It should be agreed that 
any member of the group may call into consul- 
tation any physician, anywhere, at any time. 
Such an agreement is necessary in consideration 
of the patient’s welfare. Without it, the reputa- . 
tion of the medical profession for honesty would 
suffer. We must continue to accept the respon- 
sibility of giving our patients the best service it 
is possible to obtain for them and, if we are not 
able to render that service ourselves, of calling 
into consultation someone who has the experi- 
ence, the ability, and the facilities for treating 
the special condition in question. Therefore, the 
staff member who is responsible for the service 
of the patient must be permitted to call upon 
an outside doctor if the patient has an unusual 
disease, requiring services which can be better 
rendered by men not on the clinic staff. 

In brief, the plan which I have in mind would 
include: 

(1) Physical equipment for a clinic :— rooms, 
beds, x-ray apparatus, laboratories. 
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(2) Personnel :— a medical director, nurse, 
stenographer, and orderly. 

(3) A staff of physicians which would include 
men specializing in all of the different branches 
of medicine — pathology, clinical pathology, 
roentgenology, internal medicine, surgery, urol- 
ogy, gynecology, obstetrics, orthopedics, pediat- 
rics, dermatology, ophthalmology, dentistry, oto- 
rhinolaryngology. 


HOUSING AND PHYSICAL EQUIPMENT 


There are many privately owned hospitals, 
and even many publicly owned ones, especially 
in the smaller cities and towns, which could 
offer suitable space and facilities for housing 
and operating such a clinic. In fact, it seems to 
me that the plan affords a needed something 
which will help to revive the now fast-dying, un- 
endowed private hospital. Lacking a hospital, 
a clinic building could be constructed, but the 
advantages of beginning with an already built 
hospital of established good reputation will be 
seen as the plan is explained. 

The physical arrangement should include 
waiting rooms for patients and their families or 
friends (separate rooms, when possible, for men, 
women, and children, and smokers), bedrooms 
for patients staying for several days, examining 
rooms of all types, a consultation room for the 
staff, and officers for the medical director and 
nurse. There should be pathological, clinical, 
and x-ray laboratories, and all equipment need- 
ed for diagnosis and for facilitating the work of 
the consultants and the service to the patients. 


PERSONNEL 


In a small hospital the superintendent, if he 
were a physician, could very well be also the 
medical director of the clinic. His duties in 
the clinic should consist of allocating to the 
proper departments the patients coming directly 
to the clinic. In the case of a patient coming 
to the clinic from a member of the staff, he would 
arrange the time, prepare the patient for the 
consultants’ examinations, and see that the con- 
sultants were notified of the patient’s presence 
in the clinic. 

The history-taking should not be done by the 
medical director unless he were actually carry- 
ing on as a practicing physician as well as a 
medical director. The histories should ordinarily 
be taken by one of the following methods: (1) 
patients coming directly to the clinic—by the 
physician to whom the patient was referred by 
the director of the clinic; (2) patients sent to 
the clinic by a member of the staff—by the phy- 
sician sending the patient to the clinic. Of 
course, additional data would have to be added 
to the history, in either case, for the purpose of 
furnishing the special information required by 
the various departments. But no medical record 
is complete unless it contains more or less com- 
plete medical and surgical information and even 


the most highly specialized specialist should have 
such information in his records; it would be 
beneficial to him if he were required to prepare, 
or have prepared, such a record for every pa- 
tient sent through the clinic from his office. 

The medical director should see that the rou- 
tine work of the clinic is done smoothly and 
efficiently, and he could ordinarily assume the 
responsibility for talking to patients or their 
families. He, or his assistants, should attend to 
arranging for payments of patients’ bills and 
their collection. It would be preferable, I be- 
lieve, to pay the director a salary, though it 
might be wise to give him also a percentage of 
the cash collections. 

The nurse, or nurses, and orderlies would 
carry on their usual professional duties. The 
stenographer should take down the dictated 
notes on the findings in the examinations and 
also the conclusions of the consultants and enter 
them and the laboratory data on the proper 
places in the records. A record clerk would, of 
course, be desirable, and necessary, in a clinic 
having a large volume of work. 


THE STAFF 


The staff should be selected essentially for the 
quality of the service which they could render 
the patient and the decision as to whether they 
should continue as members of the staff should 
be based upon an analysis of that service and 
upon collected evidence concerning their efforts, 
or lack of effort, to coéperate in working to ad- 
vance the interests of the whole clinic. It is 
more or less essential that the members of the 
staff be congenial, for codperation is a factor of 
vital importance; but in this plan, close personal 
contact among staff members would not often 
be necessary. Congeniality, or at least friendli- 
ness, is, of course, essential to the end that the 
patient receive the most efficient service. Neither 
the publicity which a man has obtained nor his 
reputation among the profession or laity for 
ability means much to the requirements of the 
clinic and its ultimate success; it is the type of 
service which he performs which counts to the 
patient and, therefore, to the welfare of the 
clinic. 

The duties of the staff would consist of seeing 
patients at the clinic at some prearranged time. 
Since comfortable waiting rooms, couches, beds, 
books, magazines, and amusements could be fur- 
nished, the patient’s stay at the clinie could no 
doubt be sufficiently extended to make it pos- 
sible for the staff member to see him at a con- 
venient time. The patient’s history and record 
would be available for the consulting physician, 
with the addition of a note of explanation as 
to what was expected of him. He would, there- 
fore, make his examination without delay and 
dictate to the stenographer his findings, conclu- 
sions, and advice. The fee for his particular 
service would be agreed upon and would nat- 
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urally be less than his usual charge, because 
without effort or expense to himself the record 
would be ready for him, the patient would be 
prepared for his examination, all facilities and 
instruments would be supplied, and he would 
not have to talk to the patient any longer or 
explain things any more fully than he wished. 
Still further, his fee would be collected by the 
clinic and turned over to him in due time. 

The service which the clinic would render the 
staff member would be to offer him a place where 
he could send his patients for consultation and 
examination at a minimum cost. He would 
charge his private patients his ordinary fee, 
plus that of the clinic, and if it seemed desirable, 
it might be arranged for him to collect the clinic 
fee as well as his own, and forward it to the 
clinic. In this way he would not lose contact 
with his patients, as he is in danger of doing 
when he sends them to various outside con- 
sultants, and in the end he would explain the 
findings and give the necessary advice, just as 
he has been accustomed to do in the past. Fur- 
thermore, in sending the patient to the clinic he 
would indicate the work which he desired to 
have done and designate the staff members whom 
he wished to have make the examinations. The 
same procedure would be followed by him when 
a patient who had come directly to the clinic 
was referred to him. 

An arrangement would have to be made for a 
rotation of service where there was more than 
one man in a department, but once the patient 
was sent to a staff member, he would handle 
him just as though he were his private patient 
and had come to him directly. It would be his 
duty, therefore, to summarize the findings of 
the clinic and explain them to the patient, to 
offer advice, and, if the patient required treat- 
ment which he was not prepared to render, to 
recommend to the patient the appropriate phy- 
sician. However, if, on examination in the 
clinic, the patient was found to have a disease 
which belonged to another specialty than his 
own, he could turn over to the consultant who 
found the essential cause of the patient’s trou- 
bles the duty of summarizing the findings and 
offering advice. This is what he would do ordi- 
narily with his private patients. 


ADJUSTMENT AND DIVISION OF FEES 


The fee charged the patient by the clinic 
should be Dased upon the patient’s income and 
upon the work done in the clinic. 

Where the patient came directly to the clinic, 
the fee could be collected by the clinic; other- 
wise, it could be collected by the staff member to 
whom the patient originally came. In ease the 


patient came directly to the clinic, the total fee 
would be a standing, fixed sum agreed upon by 
the staff. Where the patient came to the clinic 
from a stuff member, the clinic fee would be 
fixed in the same way, but the staff member 


would be permitted to charge what he pleased 
for his own services. 

The fees for consultation could be arrived at 
by learning the amounts of the fees which were 
being charged by the various staff members for 
the different services which they would be asked 
to render in the clinic. They could then be ad- 
justed to conform with the great saving of time 
and energy which the consultants would experi- 
ence from working in the clinic. In addition 
to the consultation fee a definite amount should 
be agreed upon to compensate the staff member 
for the work he would perform in taking, or 
having taken, the history, requesting consulta- 
tions when patients were referred to him for 
that purpose by the clinic, ete. Of course, a 
staff member would be expected, as I have ex- 
plained, to set his own fee for such services and 
collect it from the patient when he sent his pri- 
vate patients to the clinic for examinations and 
consultations. 


A summary of the advantages offered by such 
a plan would be: 


ADVANTAGES TO THE PATIENT 


(a) Cheaper service for a more complete ex- 
amination, because there would be only one, or, 
at the most, two overhead costs for him to help 
pay. Usually where a really thorough study is 
made of a patient, many consultants must see 
him. Certainly in this day when the different 
procedures for examining and treating patients 


‘have been developed to such a fine degree, it is 


not possible for any one man, or even any few 
men, to master all the details, yet too often a 
physician will attempt anything. Take, for ex- 
ample, an examination of the dental areas for 
infection. It is certainly true that doctors of 
medicine cannot be so efficient in discovering 
the presence or absence of infection in dental 
areas as the man who does that work almost ex- 
clusively and who extracts the teeth and learns 
by experience all the facts of dentition. For the 
accurate recognition of the existence of pathol- 
ogy it is often necessary to have a broad knowl- 
edge of the normal variations which may be en- 
countered; and since a knowledge of such con- 
ditions can come most readily from an intensive 
study of a large number of patients, it is evident, 
everything else being equal, that the man who 
studies one subject more or less constantly will 
know more about it than the one who gives it 
his attention much less frequently and, very 
naturally, not so thoroughly. For a doctor to 
withhold the knowledge that a certain service is: 
needed or that a service can be rendered better 
by some one else, or at some other place, because: 
of the cost of the service or the difficulty of ob- 
taining it, is a grave injustice to the patient. 
Unless doctors demand for their patients the 
best service that can possibly be rendered, sooner 
or later the faith of the public in the medical 
profession will be impaired or lost. 
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(b) A saving to the patient of physical en- 

ergy and mental strain in not having to make 

personal contact with many different attendants 

and doctors, in not having to give his name, ad- 

dress and history numerous times, in not having 

. travel to and from a number of different of- 
ces. 

(c) An assurance of no diminution in that 
personal attention which is sueh a valuable as- 
set of private practice, since he is handled as 
though he were the private patient of a respon- 
sible physician, for the member of the clinic 
staff to whom he is sent accepts the care of him 
with that understanding. 

(d) A relief from the worry about his bill 
which, under present conditions, is brought back 
to his attention usually every time he is told by 
his physician to go to another consultant or to 
have another laboratory or x-ray examination. 
The summation of such repeated blows, with the 
time and energy expended in going from doctor 
to laboratory, then to doctor again, leads him 
in the end to a mental attitude which makes him 
ready to dispute the fairness of even a reason- 
able bill. Undoubtedly patients would be will- 
ing to pay larger bills if they were saved the 
anxiety and worry which, it seems to me, they 
now have so often to experience. 


ADVANTAGES TO THE HOSPITAL 


(a) The most important advantage to the hos- 
pital would be its ability to render a better serv- 
ice to its patients. 

(b) The hospital’s income should be greatly 
augmented since: (1) It would be possible and 
permissible to advertise in the medical journals 
and by direct letter to the medical profession 
that the hospital was able to offer the physical 
advantages which had been arranged for the 
clinic; (2) the staff members would advertise 
the hospital by reference to the clinic in articles 
published in medical journals; (3) patients 
brought to the clinic would frequently enter the 
hospital for necessary treatment or operations, 
thereby increasing the number of patients com- 
ing to the hospital. 

(ec) A well-organized clinic in a hospital could 
be made to insure the perpetuation of the use- 
fulness of the hospital. Younger men would be 
anxious for a connection with a clinic of fine 
repute, and the financial interest which the older 
men would have in the clinic would, by taking 
in younger men, be protected after their physi- 
eal activity began to wane. 

d) The increase in the good reputation of 
the hospital would result in the ability to get 
a better grade of internes and house officers. 


ADVANTAGES TO THE PHYSICIAN 


(a) He would have a better and cheaper serv- 
ice to offer his patients, and it would not be 
unethical for him to write to his friends in the 
medical profession telling them this, or for him 


to point out the advantages of the plan in arti- 
eles published in medical journals, showing the 
results obtained by the service rendered in the 
elinic. 

(b) He would have to expend less energy in 
persuading patients to go to various physicians 
and laboratories for examinations. He would 
simply instruct the patient to go to the clinic 
for the necessary examinations, and he could 
tell them approximately what the total cost 
would be. 

(c) His practice and income would be aug- 
mented by the increased number of patients and 
consultations coming to him from the clinic. 

(d) His troubles in meeting the new patients 
referred for examinations, in getting their rec- 
ords and making explanations to them would be 
greatly reduced, for the record at the clinic 
would be available, and patients there would 
require very little persuasion or explanation. 

(e) I believe that the net fees which a physi- 
cian would obtain from such patients under such 
a plan could actually be made larger than he 
usually obtains now, because the patient would 
be more satisfied with his examination, since he 
would recognize the saving to him in effort, and 
the efficiency and thoroughness of the examina- 
tion which he received. Almost everybody rec- 
ognizes and appreciates thoroughness and effi- 
ciency in medical examinations. 


DISADVANTAGES 


I ean think of only two disadvantages: (a) 
that a physician might become less courteous or 
less gentle in his treatment of patients if it were 
not necessary, as it is in private practice, to 
impress them with his personality and with the 
accuracy and value of his examination and of 
his conclusions. 

(b) That a physician might not draw as ac- 
curate conclusions from his examinations, or the 
examinations might not be as thorough when he 
did not have to explain his findings and con- 
clusions. 

These are disadvantages which are not great 
and which could be minimized or overcome by 
keeping a lookout for their appearance. 


FURTHER EXPLANATIONS 


(a) Adjustment of fees: I do not believe 
that this would be particularly difficult. In the 
beginning each member of the staff could turn 
in a list of his usual charges and then adjust the 
amounts to accord with the saving in energy and 
time which he would experience in handling the 
clinie patient. Some sacrifice might be neces- 
sary in the beginning, which would be more than 
made up to him as the clinic grew. 

(b) Deciding the amount to charge the va- 
rious patients: This should be handled as it is 
now in our private practice, with the exception 
that it could be done in a more business-like and 
impersonal manner. The patient’s financial 
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cireumstances should be determined immediately 
and the amount to be charged explained to him 
at the earliest possible moment. The amount 
charged by the staff member handling the pa- 
— should not be in any way controlled by the 
clinic. 

(c) Collection of fees: The fees for the 
consultants should be collected, ordinarily, by 
the clinic and disbursed to them at a proper 
time. However, where it seemed desirable to a 
staff member, I can see no reason why his office 
should not collect the total fee and send the 
clinic fee directly to the clinic. On the other 
hand, it should be arranged that the clinic 
could collect the total fee for all of the charges 
upon the receipt at the clinic of a request to 
that effect from the staff member sending the 
patient to the clinic; he would, of course, indi- 
cate to the clinic the amount he charged the 
patient for his services. 

(d) Selection of a medical director: The 
superintendent of the hospital, if he is a doctor 
of medicine, could very well act as medical di- 
rector. Otherwise, a young man could be se- 
lected for the position and paid a salary. At 
a monthly staff meeting he would report to the 
staff the details of his activities—how and why 
he allocated the patients coming to the clinic, 
the charges made, the basis for the charges, 
the disbursements of fees, the number of con- 
sultants, any difficulties experienced in handling 
patients, and in obtaining requested consulta- 
tions, and upon all matters which might inter- 
est the staff. A mimeographed report could be 
given to each member of the staff at or before 
the monthly meeting. 

(e) An executive committee of the smallest 
possible number of men could be appointed 
from the staff to work with the medical direc- 
tor and to adjust all complaints from patients 
and from members of the staff, before bringing 
them to the whole staff at the monthly meeting. 
These men should be paid for the services they 
render and could, therefore, be held accountable 
for the efficiency of their services. The ac- 
ceptance of voluntary, unremunerated services 
results often in a most unsatisfactory state of 

airs. 

(f) Paying the hospital for the space and 
service furnished the clinic: It seems to me 
that it would be well worth while for any un- 
endowed private hospital to furnish space, 
nurses, orderlies, telephone service, heat, light, 


janitor services, etc., to the clinic at a loss un- 
til its establishment was assured and its income 
sufficient to care for its expenses. Otherwise, 
notes could be given by the staff to cover the 
expense of operation until its income could care 
for the expense; or the staff members could 
divide the expense among themselves and con- 
tribute the amount necessary to take care of 
the expense. They could be reimbursed when 
- income of the clinic became sufficient to 
0 SO. 
(g) Location of the private offices of the 
staff members: Until a congenial group could 
be selected, it seems to me that it would be bet- 
ter for the staff members to maintain the leca- 
tion of their offices which existed before the 
group plan was adopted. In that way it would 
be easier to drop an uncodperative member and 
add another as it was indicated. Certainly the 
most economical and efficient plan would be 
to have all of the offices of the staff in the same 
building with the clinic, but that is a thing 
which could only be satisfactorily arranged 
when it was proved that a man had the proper 
spirit of codperation which would place the 
service to the patient, the welfare of the clinic, 
and of the group above that of any selfish in- 


terest. 

(h) The development in the public of a 
greater spirit of codperation with physicians, 
which should come from the personal and pro- 
fessional contact: The experience in such an 
organization should go a long way towards re- 
éstablishing the feeling of respect and affection 
which the public has long felt for doctors and 
which, sad to say, it seems to be beginning to 


lose. 

Lastly, in the organization of a group, at 
first no permanent or final agreement could be 
made concerning the length of time a physician 
should serve as a member of the group; the com- 
pensation which he should receive for services ; 
nor about any other of the plans for operating 
the group and the clinic. It will take years of 
experience to work out plans which will permit 
a group or clinic to operate as successfully as 
could be hoped for. In the meantime, there 
will be a more or less constant need for chang- 
ing the constitution and by-laws, rules and regu- 
lations, or what not, so that the clinic may sur- 
vive and grow better as the years pass, through 
being adapted to the peculiar and changing 
needs of the community in which it operates. 


ALCOHOL AS A CAUSE OF A PURULENT URETHRAL 
DISCHARGE CLINICALLY RESEMBLING 
GONORRHEA | 


BY CHARLES M. WHITNEY, M.D.* 


c has long been known to the medical profes- 


sion that alcohol taken in excess is a marked 
irritant to the urogenital tract and that it some- 
times causes a urethral discharge, varying in 
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character from slightly mucoid to mucopurulent 
or even distinctly purulent. These differences 


in type are due to the amount of alcohol in- 
gested and to the varying sensitivity of the uro- 
genital mucous membranes. If there has been a 
recent urethritis, whether gonorrheal or due to 
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other pathogenic organisms, this reaction occurs 
more quickly and is more severe. So well rec- 
ognized were these facts that the so-called ‘‘beer 
test’’ was used as a somewhat crude method of 
determining whether a case of gonorrhea was 
cured. 


Eliminating recent gonorrhea from consid- 
eration and limiting the subject to cases where 
there was no such history, it is evident that 
there has been a marked increase in cases of 
urethral discharge following the use of alcohol 
during the ten years since prohibition has been, 
theoretically, in force. In a rather active prac- 
tice, largely venereal, many more cases of 
urethral discharge, non-specific in character, 
have been observed during this period than have 
been seen in a similar period previous to it. 

These patients have not been of the poorer 
class where the cheapest grade of liquor would, 
naturally, have been used, but among those 
whose means permitted the purchase of pure 
grades only. Inquiry as to the form of liquor 
used indicated that the most common was syn- 
thetic gin, made by using alcohol which was 
mixed with varying proportions of water with 
the addition of spirits or oil of juniper and 
glycerine. Next to it in frequency was Scotch 
whiskey purchased from supposedly reliable 
sources. 

It is a matter of common report that a large 
amount of the alcohol sold by various illicit 
dealers is made from re-distilled denatured or 
industrial alcohol. A certain amount of the 
Scotch whiskey in the market is also synthetic, 
a product known as ‘‘Isley’’ being added to the 
proper proportion of water and alcohol so that 
the finished product closely resembles the genu- 
ine article. In both these forms alcohol is used 
and it seemed quite likely that in the process 
of re-distillation some chemical might be present 
in the distillate which was the cause of the 
symptoms. If we add to the sources men- 
tioned those in which genuine liquor has been 
‘‘eut’’ with alcohol, frequently impure, the pos- 
sibility of chemical poisoning was increased. 

To ascertain what chemical impurities, if any, 
were carried over in the distillate, as shown by 
an analysis of many samples of liquor, the fol- 
lowing letter was sent to Mr. Hermann C. Lyth- 
goe, State Department of Health, State House, 
Boston, Mass. : 


“Dear Sir: 

During the last few years since the Eighteenth 
Amendment has been in effect, several cases of local 
inflammation of the urethra have come under my 
observation. After drinking a considerable quan- 
tity of liquor, a discharge of pus has appeared which 
resembled in appearance a venereal disease, gon- 
orrhea, but there had been no exposure and, most 
important, the microscopical examinations showed 
no gonoccocci, proving that this condition was in- 
flammatory and due to some irritant. 

“The form of liquor taken was frequently synthetic 
gin made from ‘pure Belgian alcohol’ but may have 
been re-distilled denatured alcohol. This was most 


likely true when other forms of liquor were taken. 

“In order to ascertain the cause of the condition 
I should greatly appreciate it if you would tell me 
what chemicals are used to denature alcohol and 
which of them could come over in the re-distillation. 
I should also like to know what impurities have been 
found in bootleg liquor aside from the re-distilled 
variety. 

“The cause of this irritation cannot be wood alco- 
hol for none of these patients have complained of 
any other symptoms. 

“If I can obtain sufficient information regarding 
the matter, I expect to publish a paper on the sib- 
ject in a medical journal and I should be gled to 
incorporate in it your reply and any informatiun you 
give me.” 


In reply: 


“The Commonwealth of Massachusetts, 
Department of Health 
State House, Boston, Mass. 
“Dear Sir: 

I am in receipt of your letter relative to alcohol 
sold in this state. 

“The chemical examination of the alcohol sub- 
mitted by Police Departments shows that the bulk 
of the material is pure ethyl alcohol. The denatu- 
rants used in industrial alcohol are such that the 
alcohol can readily be separated from them and a 
product be obtained which is substantially pure 
ethyl alcohol. The only exception to this is de- 
natured alcohol, which contains methyl alcohol, 
which cannot be entirely separated from the ethyl al- 
cohol. The number of samples brought in here con- 
taining methyl alcohol are comparatively few. The 
ordinary completely denatured alcohol which is most 
commonly used for re-distilling contains acetone, 
pyridine, kerosene, or, possibly benzol, and may or 
may not contain methyl] alcohol. With the exception 
of methyl alcohol as above stated, a distillate can be 
obtained which will be free from all of these de- 
naturants, except in quantities too small to be meas- 
ured but possibly sufficient to give a slight odor to 
the finished product. I am sending you a reprint of 
articles by Dr. Bigelow, Dr. Hunt, and myself upon 
this subject and would state that I have tried in 
every way possible to ascertain if the illegal liquor 
upon the market at present contains anything of a 
toxic nature other than alcohol, without success. 

“Our chemical and pharmacological work indicates 
that the worst thing in illegal liquor is alcohol. Bel- 
gian alcohol I believe is made from molasses. A 
great many persons use this alcohol and add Juniper 
oil to ‘it, and it is possible that the Juniper oil 
added may be the irritating substance. It is also pos- 
sible that the alcohol itself may be the irritating 
substance. 

“If I can give you any further information, I shall 
be pleased to doo.” 


From this report it is evident that the symp- 
toms of urethral irritation are due, not to chemi- 
cals coming over in the distillate, but to the al- 
eohol only. To explain why this condition is 
more frequent now than it was before the Eight- 
eenth Amendment came into effect, certain pos- 
sibilities should be considered. 

It is probable that a higher percentage of al- 
cohol is present in synthetic or adulterated 
liquor than was to be found in the pure article, 
due to variations in the mixture. A second fac- 
tor to be taken into consideration is the changed 
drinking habits of a majority of the people. In 
former years, on social occasions, beer largely 
was drunk, but as this is not now available, hard 
liquors have been substituted. The most com- 
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mon forms of these used by patients have been 
straight whiskey, gin or whiskey cocktails and 
Scotch highballs. It follows, therefore, that 
more alcohol is ingested than was the case when 
beer, with its relatively small percentage of al- 
cohol, was used. As a proof that it is the quan- 
tity of aleohol taken, and not the quality, that 
caused the urethral discharge, it is interesting 
to note that in every case of the series observed 
there was a history of much drinking, or, as it 
was quaintly described, ‘‘there had been quite a 
party’’. No case was reported where liquor had 
been used moderately. 

The cases which have been seen are of two 
classes: first, where there had been no venereal 
exposure and secondly, where there had been 
such exposure in addition to indulgence in al- 
cohol. Some of these patients had previously 
been infected with gonorrhea but had been ap- 
parently cured, as was shown by no relapses 
after a period of years. Several of them I had 
personally treated and all tests had indicated a 
eure. Where there had been a history of gonor- 
rhea in the past, the patient at once concluded 
that the disease had ‘‘come back’’ and those 
with no such history feared a new infection. 

The ineubation period was usually short, av- 
eraging 24 to 48 hours. On examination a 
urethral discharge was present, usually mucoid 
in type at first, but soon becoming mucopurulent 
or purulent. There was no dysuria. The urine 
was nearly always clear, showing a moderate 
number of shreds in most eases. Rectal exam- 
ination in a few instances showed a slight degree 
of tenderness in the prostate but no swelling was 
present. 


Microscopical examination of the urethral dis- 
charge, and jater in the course of the disease, of 
the expressed prostatic and vesicular secretions 
showed no gonorrheal organisms. We _ were, 
therefore, dealing with a non-specific urethritis 
or prostatitis. 

A study of these cases indicated that a 
moderate inflammation of the prostate was the 
source of the discharge in the majority of cases. 

The treatment which was most effective was 
the internal use of citrate of potassium with 
tincture of hyoscyamus. Locally the patient 
was given an injection for home use of perman- 
ganate of potassium or neo-silvol with office irri- 
gations of nitrate of silver. Later in the course 
of the disease gentle prostatic massage and 
vesicular strippings was, apparently, of value. 
The condition usually cleared up quite readily, 
but occasionally there was a persistence of a thin 
mucoid discharge for several weeks. No compli- 
cations were observed. 

In these days of scientific precision it seems 
needless to state that every purulent discharge 
from the urethra should be examined microscop- 
ically, but that such advice is necessary is shown 
by eases in which a diagnosis of gonorrhea was 
made where it did not exist, due to a failure to 
carry out this fundamental diagnostic pro- 
cedure. Such neglect is not only ignorance but 
malpractice. 


From a study of the subject it is evident that 
there is an increasing number of cases of ure- 
thral discharge produced by the excessive use ef 
aleohol and that this symptom is not due to any 
extraneous product, but to aleohol alone. 


PUERPERAL INVERSION 


OF THE UTERUS: 


REPORT OF A CASE THAT DEVELOPED 
UNDER OBSERVATION 


BY M. PIERCE RUCKER, M.D.* 


N 1925, Dr. H. Norton Mason! and I reported a 
ease of inversion of the uterus. This patient 
has since gone through an uncomplicated con- 
finement under the care of Dr. Mason. In Jook- 
ing up the subject, I was struck with conflict- 
ing ideas as to the cause of the accident and 
was interested in the many strange reports. 
Cases are reported that occurred after the most 
varied acts, from violent massage of the uterus 
and pulling on the cord to straining at stool six 
hours after delivery. When so many etiological 
factors are advanced, one loses faith in all, just 
as one does when too many cures for a disease 
are recommended. 

The condition seems to be analogous to intes- 
tinal intussusception and the study of the slow- 
ly developing cases, such as the one reported by 
French?, supports this idea. First there is a 


*Rucker—Obstetrician to Johnston-Willis Hospital. For rec- 
ord and address of author see “This Week's Issue’, page 47. 


dimpling or cupping of the uterine wall; then 
the invaginated portion is seized upon by the 
surrounding uterine musculature, which, treat- 
ing it as a foreign body, extrudes it more or 
less completely. To account for the cupping, 
one must presuppose a general or local atony 
of the uterine wall, for general contraction of 
the uterus would correct any tendency to dimpl- 
ing. A pedunculated tumor or a partially sep- 
arated placenta could readily start an invagina- 
tion, provided the uterine wall were atonic and 
invaginable; but such a structure need not be 
present, any more than a similar structure is a 
necessary antecedent to intestinal intussuscep- 
tion. 

For some time, I have been interested in not- 
ing the position of the placenta whenever I did 
a version. Sometimes when the placenta is at- 
tached to the anterior surface of the uterus or 
to the fundus, there is a depression in the 
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uterine wall that corresponds to the attachment 
of the placenta. Such a depression can be pal- 
pated and often seen through the abdominal 
wall. On several occasions the depression was 
felt to deepen when traction was made upon the 
cord, and in the following case a complete in- 
version actually occurred under my eye. 


CASE REPORT 


The patient was a thin, delicate secundipara, 22 
years of age. There was nothing noteworthy about 
her pregnancy or her delivery except that her blood 
pressure was low; in her pregnancy it was usually 
100/70 and rarely went above 115/75. She was de- 
livered December 26, 1929 by version under ether 
anesthesia. The placenta was located on the an- 
terior wall near the fundus. The abdominal wall 
was very thin and the contour of the uterus was 
plainly visible; it looked so much like a bicornate 
uterus that I called the intern’s attention to the 
condition. He could feel a cup-shaped depression, 
some 8 cm. in diameter, just where the placenta 
was attached, and this depression deepened when 
gentle traction was made upon the cord. About 
this time the patient awoke and began to talk about 
her baby. We were talking to the patient and ex- 
perimenting with the depression when the placenta 
appeared at the vulva. It did not however, drop 
into the placental basin and I could feel a solid mass 
within it. The intern missed the uterus from un- 
der his hand on the abdomen. I peeled the placenta 
from off the inverted uterus and quickly reinverted 


it by a sort of taxis, with one hand in the vagina 
and the other hand, protected by a sterile towel, on 
the abdomen, spreading apart the deep depression. 
There was no shock. In fact, the patient did not 
miss a word from her line of talk and the loss of 
blood was less than usual. The patient was put back 
to bed with a blood pressure of 112/70, a pulse of 80 
and a temperature of 98.8°. The puerperium was un- 
eventful. 


COMMENT 


In the case reported the inversion occurred 
under practically direct observation. The in- 
vagination started at the site of the placental 
attachment and pulling on the cord caused a 
deepening of the invagination. There was no 
shock and no hemorrhage. Manual replacement 
was extremely easy. 

It would seem that inversion per se is a cause 
of neither shock nor hemorrhage. When, how- 
ever, sufficient time elapses to permit the oce- 
eurrence of a condition akin to strangulation, 
severe shock and hemorrhage supervene, and the 
replacement of the involution is both difficult 
and dangerous. 
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CANCER SERVICES IN GENERAL HOSPITALS 


Before initiating a new project a wise engineer 
makes a survey of the general conditions and notes 
the details with accuracy. This has been done rela- 
tive to the program on cancer services in general 
hospitals in the United States. The surgical facili- 
ties, the physical equipment and the possibility of 
securing specialized personnel have in turn been re- 
corded. Particular attention has been paid to every 
hospital which is endeavoring to carry on any type of 
special cancer service. The hopes and ambitions of 
these institutions have been encouraged. The future 
of the present cancer-control program rests on this 
small nucleus of 44 out of the total of 1,579 ap- 
proved general hospitals in the United States. 

No attempt has been made to place a rating on 
the cancer services offered by these general hospi- 
tals. The fairness of this omission is evident. The 
standards for this service have only recently been 
adopted officially. These hospitals are to be con- 
gratulated on their initiative. The development of 
facilities for increased cancer services will undoubt- 
edly continue. It is a cheerful fact that 24 general 
hospitals are considering the possibility of establish- 
ing an adequate cancer service during the coming 
year. 

The increased interest in cancer control of the 
516 approved general hospitals with deep x-ray 
therapy equipment is evident when one knows that 
the majority of these installations were made sub- 
sequent to 1927. 

“It is probably true, as some have contended, that 


the radiologic departments in this country far out- 
number the properly qualified radiologists. How- 
ever, adequate facilities for postgraduate instruction 
are now provided in many of the larger teaching 
centers, and an ample supply of highly trained men 
will appear rapidly so soon as the governing boards 
of hospitals see fit to raise their standards and de- 
mand high-grade talent in their radiologic depart- 
ments.” (Charles L. Martin, M.D., Dallas, Texas, 
Symposium on Radiology; reprinted from Journal 
of the American Medical Association, 1929, xcii.) 
The situation regarding the use of radium in gen- 
eral hospitals is even less satisfactory than the use 
of x-ray equipment. Less than 400 general hospitals 
in the United States possess medical radium in vary- 
ing quantities. The distribution of the medical ra- 
dium is known with sufficient accuracy for all prac- 
tical purposes. The total amount accounted for to 

date is 80 grams. This is distributed as follows: 
Grams 

17 hospitals, cancer institutes, and research 

laboratories, each owning over 1000 mg. ..41.000 


27 hospitals with average of 344.4 Mg. ecu. 9.300 
7 private physicians with average of 847.2 
mg. 5.931 


4 private rental agencies with average of 
1498.7 mg. 
322 hospitals and individuals with average of 


5.995 


55 plus mg. 17.774 
80.000 
—Bulletin of American Society for the Control 


of Cancer. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


HOUSE OF DELEGATES 
Second Meeting, Tuesday, May 19, 1931 


EETING called to order by the Speaker at 
8:30 E. S. T. 
On roll call a quorum was declared present. 
Minutes of the last meeting were read by the 
Secretary, and upon motion, duly seconded, were 
approved. 
The Speaker appointed the following Commit- 
tee on Nominations :— 
Eugene B. Eastman, Rockingham County. 
Ira J. Prouty, Cheshire County. 
Henry C. Sanders, Jr., Sullivan County. 
David W. Parker, Hillsborough County. 
George M. Crowell, Merrimack County. 


Report of Committee on Memorials. 
The following resolution was presented by the 
Secretary-Treasurer : 


Whereas The Congress has undertaken to fix the 
doses of wine and whiskey and brandy by legis- 
lative fiat, thus taking over the functions of 
pharmacologist and physician, and 


Whereas The Volstead Act compels physicians to 
betray the confidences of their patients by keep- 
ing a record of their diseases and ailments for 
inspection by Federal prohibition agents, thus 
violating the traditions of the medical profes- 
sion, medical ethics and the laws of a number 
of states, and 


Whereas Relief from these conditions has been 
sought in the courts and has been denied by the 
United States Supreme Court, and 


Whereas The Wickersham Commission has unani- 
mously made the recommendation: 
1—“Removal of the causes of irritation and re- 

sentment on the part of the medical pro 

fession by: 

(a) Doing away with the statutory fixing 
of the amount which may be prescribed 
and the number of prescriptions; 
Abolition of the requirement of specify- 
ing the ailment for which liquor is pre- 
scribed upon a blank to go into the 
public files; 

(c) Leaving as much as possible to regula- 

tions rather than fixing details by 

f statute.” 


Now therefore, 

Be It Resolved That the New Hampshire Medical 
Society hereby formally expresses its 
disapproval of those portions of the Vol- 
stead Act which invade the right of 
the State of New Hampshire to regu- 
late the practice of medicine within its 
own borders and which deprive the 
physician of his right to the free ex- 
ercise of his judgment in the practice 
of his profession, and 


Be It Resolved That the New Hampshire Medical 
Society demands of Congress the repeal 
of ~~ portions of the Volstead Act, 
an 


(b) 


Be It Resolved That the New Hampshire Medical 
Society urges each of its members to 
demand of his Senators and Congress- 
man the repeal of said portions of the 
Volstead Act, and 


Be It Further Resolved That the Secretary of the 
New Hampshire Medical Society be, and 
hereby is, instructed to transmit a 
copy of these resolutions to the Sena- 
tors from New Hampshire and to each 
Representative in Congress of New 
Hampshire. 


On motion, duly made and seconded, this was 
referred to the Committee on Memorials and 
Communications. 


REPORT OF COMMITTEE ON MEMORIALS 


Communications of Association for Protection of 
Constitutional Rights concerning a proposed resolu- 
tion to be sent to Congress in regard to fixing the 
dosage of wine and other alcoholic liquors by legis- 
lative fiat should be referred to the Committee on 
Public Relations, Public Policy and Legislation with 
instructions to make its report tomorrow. 

. LOrb, 
H. C. SANDERS, JR. 


On motion it was Voted to accept and adopt 
the report. 


REPORT OF COMMITTEE ON OFFICERS’ REPORTS 


1.) Report of the Secretary-Treasurer. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety. We propose the following amendment to the 
By-Laws: In Chapter X, Section 1, for “four” sub- 
stitute “six’’. 


2.) Reports of the Councilors. 

We recommend the acceptance of these reports and 
their incorporation into the transactions of this So- 
ciety. 


3.) Report of Committee on Public Relations, Pub- 
lic Policy and Legislation. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety, and we commend this committee for the tre- 
mendous amount of time and effort that has been 
expended in an endeavor to have this legislation 
passed. We recommend the submission to the next 
legislature of the bills that failed of passage. 

4.) Report of Committee on. Scientific Work. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety. 

5.) Report of Committee on Control of Cancer. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety, and we approve the recommendation that 
$25.00 be appropriated for its work next year. 


6.) Report of the Committee on Publication. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety. 
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7.) Report of the Committee on Mental and Social 
Hygiene. 
We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety. 


8.) Report of the Delegate to the 1930 Session of 
the American Medical Association. 
We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety. 


9.) Report of the Committee on Lay Health Or- 
ganizations. 

We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety. We are glad to note progress is being made. 
We commend the committee of the Cheshire County 
Medical Society for obtaining from the New Hamp- 
shire Tuberculosis Association, Inc., a statement of 
general principles for conduct of the County Tuber- 
culosis Clinic and Nursing Program. 

C. L. Smart, Chairman, 
FRANK DINSMOOR, 
D. G. SMITH. 


On motion, duly seconded, it was Voted that 
the report be accepted and placed on file. 


SEcRETARY: This constitutes notice of an 
amendment to the By-Laws to be acted upon 
tomorrow morning. 


SECRETARY: The proposed amendments to 
the By-Laws submitted yesterday are as follows: 


PROPOSED AMENDMENTS TO By-LAWS 


Chapter VII, Sect. 1, for “A committee on Medical 
Defense” substitute “An Advisory Committee on 
Jurisprudence.” 

Sect. 5, for “Committee on Medical Defense” sub- 
stitute “Advisory Committee on Jurisprudence.” 


Chapter IX, new title: 
Jurisprudence.” 
Sect. 1, for “Committee for Medical Defense” sub- 
stitute “Advisory Committee on Jurisprudence.” 
Sect. 4, for “the committee for Medical Defense” 
substitute “this committee’. 
Sect. 12, for “Committee for Medical Defense” sub- 
stitute “Advisory Committee on Jurisprudence.” 
Henry O. SMITH, 
Frep E. CLow, 
THomMas W. LUCE, 
Committee on Amendments to Constitution 
and By-Laws. 


“Advisory Committee on 


Dr. PARKER moved the adoption of the amend- 
ments. 

Dr. SmitH: These amendments are offered 
at the suggestion of Dr. Luce of Portsmouth. 
This matter was talked over at a meeting of the 
New England Medical Council; there are five 
New Hampshire members on that. It was 
thought that on account of the wrong idea that 
might be conveyed to the people by the name 
it would be better to substitute the title which 
is proposed in the amendment. These amend- 
ments simply carry out the particular object in 
the various sections of changing the title wher- 
ever it occurs. 


Voted unanimously that the amendments be 
adopted. 


Report of Committee on Tuberculosis 


A recent statistical bulletin of one of our large 
insurance companies (statistical bulletin of Metro- 
politan Life Insurance Company for March 1931), 
presents a survey of twenty states representing all 
sections of the United States with reference to per- 
centage of reduction in tuberculosis death rate dur- 
ing the period 1909 to 1929 with detailed data as 
to percentage of decline in death rate in the city 
and rural population in each state. 

It is gratifying to the medical profession of New 
Hampshire to note that New Hampshire led all the 
states with the highest percentage of reduction (62.4 
per cent.) for the state as a whole; 76 per cent. in 
the cities and 41 per cent. in the rural districts. 
This gratifying record can be reasonably credited, 
at least in some part, to the united efforts of the 
medical profession, health officials and workers and 
the people of the state in activities for the cure and 
prevention of the disease. 

It is not our purpose to enumerate the various ef- 
forts, which have been, and are being made in the 
tuberculosis program in the state. They are well 
known to you—the increasing coédperation of the 
medical profession, improvements in our sanatoria 
—the increasing number of beds for patients, the 
work of the tuberculosis clinics and nurses, the 
participation of the people in financing these activi- 
ties by public appropriations and contributions and 
in many other ways. 

It is rather our thought to indicate to you the 
significance of tuberculosis as a major public health 
problem at the present time and to outline briefly 
some of the pressing problems facing us in handling 
the disease. 

Despite the fact that tuberculosis has dropped 
to the sixth place in the list of the leading causes 
of death in New Hampshire, yet it is still undoubt- 
edly the most important disease and cause of death 
in the state. The disease is still a large factor in 
the social and economic life of the state. The dis- 
ease is infectious and insidious—it totally or par- 
tially incapacitates large numbers of residents of 
our State for long periods of time—the average 
duration of life in fatal cases being approximately 
five years. It requires for arrest of this disease at 
least one to three years. The cost to individual 
families and to the State to attain arrest or to pro- 
vide humane treatment and preventive measures 
is very great. The ages of tuberculosis deaths rep- 
resent the period of greatest economic importance 
to the families and to the State for the large ma- 
jority of these deaths occur in the twenties—thirties 
and forties—whereas heart disease, cancer, pneu- 
monia, Bright’s Disease and diseases of the arterial 
system occur in the later decades of life. 

What are our pressing problems? They are not 
new ones, particularly. The same problems of get- 
ting an early diagnosis for the afflicted person—se- 
curing prompt and adequate treatment and educat- 
ing the ever-changing groups of people throughout 
the state as to means of prevention and cure of the 
disease. 

The admissions to the Glencliff Sanatorium aver- 
age about twenty per cent. in the incipient stages; 
this is somewhat better than the average of fourteen 
per cent. in sanatoria throughout the country. Far 
too many patients are not as yet discovered in the 
incipient stage or are unwilling to go to a sana- 
torium until the disease becomes more definite in 
the moderately advanced stage. The latter is very 
frequently the difficulty confronting us. That there 
is need for continuous effort for early diagnosis 
is apparent. 

The inadequacy of sanatorium facilities is still 
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a vexatious problem. A reasonable requirement is 
one sanatorium bed to each annual death from the 
disease. During the past five-year period, we have 
had an average of 300 tuberculosis deaths. We have 
at the best about 208 beds in our sanatoria. Be- 
cause of the need for more infirmary beds at the 
Glencliff Sanatorium an appeal was made to the 
1931 General Court for an addition to the infirmary. 
The request was not granted. An increase of $20,000 
annually was granted in the appropriation for ad- 
vanced cases. It is unfortunate that the addition 
to the Glencliff Infirmary was not granted, for large 
numbers of patients in the moderately advanced 
stages should be accepted there and inasmuch as 
rest treatment in bed for long periods of time is 
the recognized treatment, it is apparent that an 
addition of this kind is needed. It is not good treat- 
ment for febrile cases to be placed in the open 
wards with convalescent cases. It is to be hoped 
that the needed addition will be provided. In the 
meantime the Glencliff trustees find it necessary to 
confine themselves more rigidly to their policy of 
admitting only favorable cases to the institution. 


The problems inherent to the program for the 
searching out of tuberculosis cases throughout the 
state and their supervision, treatment and care, par- 
ticularly the efforts for the examination of contacts, 
suspects and positive tuberculosis cases—these are 
problems requiring the utmost in generous codpera- 
tion by the physicians, public officials, health work- 
ers, and the people if the best results are to be ob- 
tained and the desired objective reached. In New 
Hampshire the work in the field is conducted and 
financed by the New Hampshire Tuberculosis Asso- 
ciation. This Association has organized and financed 
a tuberculosis clinic, nursing and educational pro- 
gram upon a state-wide basis since 1920. The State 
Board of Health has given the heartiest codperation. 


The New Hampshire Tuberculosis Association has 
endeavored from the beginning to develop the pro- 
gram without intruding in the province of the physi- 
cian. It believed at the outset and believes now 
that a program of this kind can be conducted with- 
out in any way infringing upon the rights of the 
physician. It believes that it has been able to 
achieve this purpose. It realizes that annoyances 
in individual cases have and may develop without 
violating the fundamental concept of a program for 
the tuberculous, for the physicians, for the people. 
It is ready to codperate to the utmost with the physi- 
cians of the state. It asks for and has reason to 
feel that it merits the codperation of the physicians 
in the common effort for the public good. 

In order to clarify any misunderstandings the As- 
sociation presents the following schedule of general 
principles for conduct of the tuberculosis clinic, 
nursing and educational program, particularly as it 
relates to its relationship with the medical profes- 
sion. This schedule is based upon the county as a 
unit in the program. 


General Principles of the New Hampshire Tuber- 
culosis Association for Conduct of County Tuber- 
culosis Clinic, Nursing and Educational Program. 


1. It is the general principle that every tuber- 
culous individual in the county shall be under 
medical supervision and treatment. 

2. It is not the general principle that every tuber- 
-culous individual in the county shall be under 
the supervision of the tuberculosis clinic. 

3. It is the general principle that tuberculosis pa- 
tients able to employ a physician shall be under 
the supervision and treatment of local physi- 
cians. 

4. It is the general principle that the tuberculosis 
clinic shall provide medical treatment and medi- 
cines, if needed, for patients unable to employ 
a physician. 

5. It is the general principle that the clinic shall 


cooperate with the practicing physicians in the 
county in the diagnosis and care of tuberculo- 
sis cases. 


. It is not the general principle, and never has 


been, that the clinic physician shall retain in 
the clinic service patients referred to it for 
diagnostic purposes by a family physician. 


. It is the general principle, and always has been, 


that the clinic physician shall not visit patients 
in the local centers in their homes before or 
after the clinic except in consultation with, or 
by request of the family physician, or in the 
case of patients in a Sanatorium or in the case 
of patients absolutely unable to employ a physi- 
cian, and in need of an examination for tuber- 
culosis. 


. It is the general principle that the clinic physi- 


cian shall send to the physician referring a 
patient, a brief report with his diagnosis and 
suggestions as to treatment. He shall not in- 
form the patient as to physical findings or diag- 
nosis or recommendations as to treatment— 
leaving this to the family physician. 


. It is the general principle that an aggressive 


effort shall be made by the physicians in the 
county and the clinic to search out tuberculous 
individuals, particularly in the early stages of 
the disease. 


. It is the general principle that the clinic shall 


not be wholly invested with the responsibilities 
of searching out tuberculous individuals. The 
existence of the Tuberculosis Clinic does not 
relieve the family physician from his responsi- 
bility in this respect. * 


. It is the general principle that the county tuber- 


culosis program shall function at its highest 
efficiency for the welfare of the county. To 
this end it must wage an aggressive effort for 
searching out of tuberculous individuals, includ- 
ing efforts for physical examination of all con- 
tacts, malnourished children or others who may 
present suspicious symptoms. In this service 
it asks the physician of the county to see that 
all suspicious cases receive a physical examina- 
tion for tuberculosis. The program desires that 
individuals in the above classes shall be ex- 
amined either by the family physician or the 
clinic physician. If the family is unable or 
unwilling to employ the family physician for 
this purpose, then it is the duty of the clinic 
to make the examinations. 


. It is the general principle that publicity is 


necessary to inform the public and enlist its 
aid. This publicity necessarily entails names of 
those engaged in development of the program 
but shall be written in a manner to cover the 
facts only. 


. It is a general principle that the county tuber- 


culosis nurse shall work in the utmost spirit 
of codperation with the physicians in the coun- 
ty. Her services, compatible with the program, 
are free to every physician in the county. She 
shall, upon request, visit tuberculosis patients 
under treatment and supervision of a physician 
and assist in matters of teaching the necessary 
preventive measures. This service does not in- 
clude bedside care of tuberculosis patients. She 
shall not refer any such patients to the clinic 
unless by request of the physician. 


. It is the general principle that any physician 


may fill out the application blanks for admis- 
sion of a tuberculosis patient to the Pembroke 
Sanatorium. The necessary blanks for this pur- 
pose may be obtained from Mr. Jay H. Corliss, 
Secretary, State Board of Public Welfare, Con- 
cord, N. H., or from the county tuberculosis 
nurse. 


. It is recognized annoyances are likely to de- 


velop in individual cases. This may be due to 
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failure of the patient to give proper informa- 
tion as to the matter of a physician being in 
attendance or the human equation in the county 
tuberculosis nurse or the clinic physician. 
These annoyances should be avoided and if they 
occur should be satisfactorily adjusted by con- 
ference between the physician, the clinic physi- 
cian, and the county tuberculosis nurse. 
In brief, the general principle and our sole 
objective and desire in a county tuberculosis 
program is to reduce the prevalence of tuber- 
culosis in the county and to promote early and 
curable treatment. In this work we desire and 
ask the codperation and interest of every physi- 
cian. Without this codperation and interest we 
feel that the work must be far less successful. 
Respectfully submitted, 

Rospert B. Kerr, Manchester, Chairman, 

Ropert M. Demine, Glencliff, 

ArtHur L. WALLACE, Nashua. 


16. 


On motion, duly seconded, it was Voted that 
this report be referred to Committee on Officers’ 
Reports. 

On motion, duly seconded, it was Voted to ad- 
ga 8:30 E. S. T. Wednesday morning, 

ay 20. 


WeEpNEsSDAY, May 20, 1931 


Meeting called to order by the Speaker at 
8:30 A. M., E. S. T. 

On roll call a quorum was declared present. 

The President appointed Dr. J. A. Hunter of 
Dover to act as delegate in place of Dr. D. L. 
Stokes of Rochester. Also Dr. H. O. Smith of 
Hudson to act as delegate in place of Dr. B. G. 
Moran of Nashua. 

The minutes of the last meeting were read by 
the Secretary and were approved. 

Dr. SULLIVAN moved a suspension of the rules 
to allow other business to come before this meet- 
ing at this time. It was so voted. 


Report of Committee on Officers’ Reports. 
Report of the Committee on Tuberculosis. 


We recommend the acceptance of this report and 
its incorporation into the transactions of this So- 
ciety and also recommend that a copy of “The Gen- 
eral Principles of the New Hampshire Tuberculosis 
Association for conduct of county Tuberculosis 
Clinics, Nursing and Educational Program” as 
rendered in the above report, be mailed to the Sec- 
retary of each county Society, and to each county 
tuberculosis nurse. 

C. L. Chairman, 
FraANK DINSMOOR, 
D. G. SMITH. 


On motion, duly seconded, it was Voted that 
this report be accepted. 


Dr. Cops: In the absence of the chairman 
of the Committee on Medical Education and 
Hospitals, and also in the absence of the second 
member, I have been requested to present the 
report for the committee at this time. I would 
say in the first place, that during the year there 
have been no meetings called by the chairman 
and there has been no work done by the com- 
mittee on Medical Education. There was a 
matter referred to by Dr. Bowler, and last eve- 


ning we prepared a report of the committee on 
Medical Education and Hospitals relative to 
the proposed Extension Teaching Service. 


May 19, 1931. 
REPORT OF THE COMMITTEE ON MEpDICAL EpUCATION 
AND HOSPITALS RELATIVE TO THE PROPOSED EXTEN- 
SION TEACHING SERVICE 


This committee recognizes the use of practical 
clinical teaching of this type. The successful re- 
sults of such extension teaching are dependent al- 
most entirely on the interest and coéperation of the 
man for whom this teaching is provided. There- 
fore, it is the recommendation of this committee 
that the manner in which any clinical postgraduate 
teaching shall be procured and supported shall be 
determined by each county Society according to its 
own particular needs. 

Joun P. BowLer, Chairman, 
J. J. Cops. 


On motion, duly seconded, Voted that the re- 
port and recommendation be accepted and 
adopted. 


Report of Committee on Nominations. 


President 
George C. Wilkins. 
Thomas M. Dudley. 
Frank M. Dinsmoor. 


Vice-President 
Harry O. Chesley. 
Arthur T. Downing. 
George S. Emerson. 


Councilor for Rockingham County for Five Years 
A. W. Mitchell. 


Councilor for Strafford County for Five Years 
J. A. Hunter. 


Trustee for Three Years to Succeed 
Dr. Thomas W. Luce 
T. W. Luce. 


Speaker of the House of Delegates 
Frederic P. Lord. 


Vice-Speaker of the House of Delegates 
Eugene B. Eastman. 


Delegate to American Medical Association 1932-1933 
Dennis E. Sullivan. 


Alternate Delegate to American Medical 
Association 1932-1933 


Deering G. Smith. 
Delegate to Council on Medical Education 
and Hospitals, A. M. A. 
Howard N. Kingsford. 
Delegate to Bureau of Health and Public 
Instruction, A. M. A. 
Howard A. Streeter. 


Anniversary Chairman 
(To be appointed by the President) 
Necrologist 
Louis W. Flanders. 
Standing Committees 


Committee on Scientific Work 
D. E. Sullivan. 


F. P. Scribner. 
R. W. Robinson. 
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Committee on Public Relations, Public Policy and Report of Committee on Communications and 
Legislation Memorials 
S. T. Ladd. 
J. W.- Jameson. On motion, dul onded, it was Voted that 
H. O. Smith. > 


The President. 

The Secretary-Treasurer. 
Committee on Publication 

H. H. Amsden. 

R. H. Marcotte. 

D. E. Sullivan. 
Committee on Arrangements 

County Society of place of meeting. 


Committee on Tuberculosis 
R. B. Kerr. 
R. W. Deming. 
Arthur Wallace. 
Committee on Mental and Social Hygiene 
B. W. Baker. 
C. H. Dolloff. 
H. W. N. Bennett. 
Committee on Medical Education and Hospitals 
R. J. Graves, for 3 years. 
Committee on Control of Cancer 


F. E. Clow. 
G. C. Wilkins. 
H. N. Kingsford. 


A member Committee on Lay Health Organizations 
for Five years 
Carleton R. Metcalf. 


Committee Amendments to Constitution and By- 
Laws 


Thomas W. Luce. 


Delegates to State Societies 
(To be appointed by the Secretary-Treasurer) 


On motion, duly seconded, it was Voted that 
the report be acepted. 


Election of Officers. 

On motion, duly seconded, it was Voted that 
the Secretary be instructed to cast one ballot 
for Dr. George C. Wilkins for President. 

Dr. Wilkins having received a unanimous vote, 
the Secretary having cast one ballot, was de- 
clared elected as President of the Society for 
the ensuing year. 

D. W. Parker and D. G. Smith were appointed 
tellers by the Speaker to receive, sort and count 
ballots for vice-president. 

Report of Tellers. Total number of votes cast 
20; George S. Emerson received 2 and Harry O. 
Chesley received 18 and Harry O. Chesley was 
declared elected Vice-President of the Society 
for the ensuing year. 

It was moved by F. P. Lord, and duly Voted, 
that the Secretary be instructed to cast one bal- 
lot for all the officers on the report of the Nom- 
inating Committee as read. The Secretary hav- 
ing cast one ballot, those on the report of the 
Nominating Committee were declared elected to 
their respective offices for the term as desig- 
nated in the report. 


this report be accepted and adopted. 


REPORT OF COMMITTEE ON MEMORIALS AND 
COMMUNICATIONS 


1. Communication from Dr. Olin West, Sec’y. and 
General Manager, A. M. A., in regard to retention of 
membership in a county society by a member who 
has resided for a considerable period of time in 
another state. It is the opinion of this committee 
that, in general, a physician should join a county 
society of the state in which he resides after ap- 
proximately a year’s residence there, except that in 
special cases he might continue his original mem- 
bership with the agreement of the two state societies 
concerned. 


2. Communication from Dr. R. G. Leland, Director 
Bureau of Medical Economics, A. M. A., in regard 
to the incorporation of medical societies for business 
purposes, and in regard to the reduction of fees for 
patients unable to pay the regular fees. This com- 
mittee is in sympathy with the plan of incorporation 
of county societies for the purpose of controlling and 
managing medical centers, in order to give the best 
type of medical care to patients unable to pay the 
regular fees, but it is not in sympathy with the all- 
too-common expectation that physicians should give 
their services for nothing. 


3. Communication from Dr. C. R. Metcalf in re- 
gard to the procuring and distributing of immune 
serum for infantile paralysis to several centers in 
this state. This committee recommends that this 
Society request the State Board of Health to pro- 
vide such serum and arrange for its distribution in 
several strategic centers in this state. 


4. Communication from the Sec’y. Minnesota 
State Medical Association in regard to the present 
U. S. Army regulations as to eligibility in the Organ- 
ized Reserve Unit, requiring of its members 200 
hours of military work in camp in each five years’ 
commission period, and by this means forcing into 
the Auxiliary Reserve some of its best and busiest 
members. This committee recommends that this 
Society suggest to the U. S. Surgeon-General that 
the regulations be modified along the lines indi- 
cated by the Minnesota State Medical Association. 

F. P. Lorp, Chairman, 
H. C. SANDERS. 


Report of Committee on Hanover Clinic of the 
New Hampshire Medical Society. 


This Committee recommends the discontinuance 
of the Hanover Clinic. Our reasons are these: the 
logical date for this meeting occurs at a time when 
the N. H. Surgical Club offers a similar meeting, 
and also is near the time for the regular fall meet- 
ings of the County Medical Societies; there is not 
a great demand for this meeting and it is largely 
superfluous. 

J. F. Gite, Chairman, 
R. H. Brooks, 
J. P. Lorp. 


On motion, duly seconded, it was Voted that 
the report be accepted and placed on file. 


On motion of F. E. Clow, duly seconded, it 
was Voted that whatever money may be in the 
hands of the Committee on Hanover Clinic be 


H. O. Smith. 
F. E. Clow. 
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turned over to the Treasurer of the New Hamp- 
shire Medical Society. 


Committee on Public Relations to which was 
referred resolutions in regard to the Volstead 
Act report favorably on the adoption of the 
resolutions, and recommend that the Secretary 
be instructed to support these resolutions in the 
House of Delegates at Philadelphia next month. 

On motion, duly seconded, it was Voted that 
this report be accepted and adopted. 


The following amendment to the By-Laws sub- 
mitted yesterday was reported by the Commit- 
tee on Constitution and By-Laws: ‘‘The Com- 
mittee on Amendments to Constitution and By- 
Laws recommends the adoption of the follow- 
ing amendment to the By-Laws: Chapter X, 
ni te 1, substitute the word six for the word 
our’’. 

Henry O. Smith, Thomas W. Luce, Committee. 

DELEGATE: I think the members should un- 
derstand that that means that the proposition is 
to increase the annual dues of the members of 
“a State Society from Four Dollars to Six Dol- 
ars. 

On motion, duly seconded, it was Voted to 
adopt the committee’s report. 


The report of the Necrologist on motion, duly 
seconded, was accepted. 


On motion, duly seconded, it was Voted that 
Dr. William Gerry Morgan, Washington, D. C., 
be made an honorary member of the New Hamp- 
shire Medical Society. 


On motion, duly seconded, it was Voted that 
the Secretary send .a telegram of greetings to 
the Connecticut Medical Society, which is now 
in session at Bridgeport, these greetings to be 
the greetings of the New Hampshire Medical 
Society to the Connecticut Medical Society. 


Selection of Place of Next Meeting. 

Dr. T. M. DuptEy: As a delegate from Mer- 
rimack County Medical Society I would like to 
say that at our last county meeting it was unani- 
mously voted to extend an invitation to the 
State Society to hold its annual meeting at Con- 
cord in 1932. 

An invitation was received from the Manches- 
ter Medical Society to hold the 1932 meeting 
at Manchester. 

On motion of Dr. E. B. Eastman, duly sec- 
onded, it was Voted to hold the next meeting at 
Manchester. 


On motion of Dr. H. O. Smith, duly seconded, 
it was Voted that the House of Delegates extend 
a vote of thanks to the members of the local pro- 
fession, the invited guests, The Petrolagar Lab- 
oratories, Inc., the press and all others whose 
efforts contributed to such a successful meeting. 


On motion, duly seconded, it was Voted to ad- 


journ to such time as may be decided upon by 
the President and Secretary. 


D. E. 
Secretary-Treasurer. 


REGISTRATION 


Louis O. S. Wallace, Suncook 

J. Elizabeth Hoyt-Stevens, Concord 
A. L. Patch, Windsor, Vt. 

D. C. Norton, Manchester 

Pierre Bergeron, Manchester 

N. W. MacMurphy, Belmont 

D. E. Sullivan, Concord 

H. E. Powers, Manchester 

George C. Wilkins, Manchester 

Cc. L. Smart, Laconia 

Harry O. Chesley, Dover 

Henry O. Smith, Hudson 

S. T. Ladd, Portsmouth 

F. N. Dinsmoor, Keene 

Deering G. Smith, Nashua 

O. H. Hubbard, Keene 

P. A. Pion, Littleton 

J. J. Cobb, Berlin 

Cc. F. Nutter, Nashua 

H. C. Sanders, Jr., Claremont 

E. B. Eastman, Portsmouth 

D. W. Parker, Manchester 

S. G. Davis, Nashua 

W. R. Garland, Plymouth 

Ira J. Prouty, Keene 

Edwin C. Remick, Tamworth 

J. F. Robinson, Manchester 

Edwin Remick, Tamworth 

C. R. Friborg, Manchester 

G. J. Kapopoulos, Manchester 
Howard A. Streeter, Manchester 
A. T. Downing, Littleton 

Alfred Daudelin, Nashua 

C. F. Flanders, Manchester 

C. E. Butterfield, Concord 

H. W. N. Bennett, Manchester 

G. S. Foster, Manchester 

F. B. Lund, Boston, Mass. 

John G. W. Knowlton, Exeter 

R. Gibson Perry, Sr., Wells River, Vt. 
F. P. Lord, Hanover 

A. L. Wallace, Nashua 

E. J. Brown, Manchester 

Thomas W. Luce, Portsmouth 

E. C. Cook, York, Me. 

Wyman Whittemore, Boston, Mass. 
R. W. Robinson, Laconia 

C. F. Ballard, Penacook 

Irving Floyd Carpenter, Manchester 
L. R. Hazzard, Portsmouth 

James W. Jameson, Concord 

J. A. Hunter, Dover 

C. J. Monette, Plymouth 

Harvey E. Wellman, Providence, R. I. 
Luther A. March, Nashua 

S. C. Morrill, Concord 

J. J. Brosnahan, Keene 

R. W. Holmes, Keene 

A. A. Macleay, Manchester 

E. O. Vickery, Portsmouth 

Joseph N. Friborg, Manchester 

N. D. Michou, Manchester 

H. N. Kingsford, Hanover 

A. C. Johnston, Gorham 

J. J. Topham, Dover 

D. P. Mocas, Nashua 

G. M. Crowell, Suncook 

Henry Ladd Stickney, Summount, N. Y. 
Bruce Snow, Manchester 


30 


NEW HAMPSHIRE MEDICAL SOCIETY 


N. E. J. of M. 
J 


uly 2, 1931 


J. C. Tappan, Derry 
H. Christophe, Manchester 

R. J. Bennett, Dover 

W. A. Thompson, Manchester 
John Dietch, Manchester 

W. A. Bartlett, Manchester 
Clarence O. Coburn, Manchester 
N. B. Webber, Manchester 

Abby N. Little, Laconia 

B. E. Sanborn, Manchester 

R. Normandin, Laconia 

C. S. Abbott, Laconia 

James S. Black, Nashua 
Robert Flanders, Manchester 
Kenneth Churchill, Lebanon 
Sarah C. Johnson, Franconia 

H. L. Johnson, Franconia 

G. F. Dwinell, Manchester 

W. F. Taylor, Keene 

W. A. Allen, Hampstead 

Ezra A. Jones, Manchester 

L. G. Dearborn, Manchester 

E. E. Lake, Hampstead 
Benjamin P. Burpee, Manchester 
C. A. Weaver, Manchester 

J. O. Gagnon, Manchester 

H. M. Morse, Peterboro 

F. N. Rogers, Manchester 

G. D. Tibbetts, Antrim 

Fred Fernald, Nottingham 
Blanche H. Barker, Derry 
Ralph H. Barker, Derry 
Granville E. Hoffses, Manchester 
B. L. Freeman, Suncook 

H. T. Provost, Manchester 
George Blumer, New Haven, Conn. 
F. P. Scribner, Manchester 

L. H. Cogswell, Warner 

A. P. Cambadhis, Manchester 
A. Barbeau, Manchester 

A. E. Barcomb, Farmington 

J. E. Larochelle, Manchester 
Leonard B. Morrill, Center Harbor 
Howard T. Child, Plymouth 
John M. Page, Littleton 

George S. Emerson, Fitzwilliam 
Samuel Fraser, New Boston 

J, C. B. Charest, Derry 

W. H. Lacey, Keene 

E. A. Tracy, Keene 

H. E. Siske, Glencliff 

John T. Murray, Manchester 

W. P. Grimes, Hillsboro 

E. S. Bagnall, Groveland, Mass. 
H. J. Connor, Concord 

D. J. Sullivan, Manchester 

J. E. Larochelle, Berlin 

M. H. Towle, Manchester 

S. L. Hebert, Manchester 

G. V. Fiske, Manchester 

F. H. Sargent, Pittsfield 

Marion L. Bugbee, Concord 

C. H. Parsons, Concord 

A. B. Woodman, Springfield, Vt. 
Thomas M. Dudley, Concord 

G. H. Dolloff, Concord 

Paul D. White, Boston, Mass. 
R. B. Kerr, Manchester 

A. B. Howard, Concord 

Mary A. Sweeney, Nashua 

W. H. Funk, Portsmouth 

H. C. Johnston, Portsmouth 
George M. Mott, Portsmouth 

R. J. Joyce, Nashua 

F. S. Eveleth, Concord 

A. S. Mangurian, Manchester 
T. F. Rock, Nashua 
J. J. Boardman, Hanover 
E. W. Anderson, Hanover 


C. F. Keeley, Claremont 

E. B. Swett, Grassmere 

David R. Brown, Concord 

R. Murch, Nashua 

J. McLaughlin, Nashua 

T. Ferguson, Goffstown 

D. Thorpe, Newport 

J. Morin, Rochester 

J. Powers, Manchester 

J. Lafrance, Laconia 

R. Hoyt, Laconia 

C. Claggett, Newport 

S. Bailey, Hillsboro 

C. Young, Charlestown 

G. Moran, Nashua 

W. Tuttle, Alton 

Russell Wilkins, Manchester 
George T. Sheehan, Manchester 
Emery M. Fitch, Claremont 

F. J. Drury, Londonderry 

H. W. Johnson, Gorham 

P. B. Goetschius, Manchester 
W. C. Rowe, Concord 

J. Sutcliffe Hill, Bellows Falls, Vt. 
J. P. Lenahan, Bellows Falls, Vt. 
J. A. Stewart, Bellows Falls, Vt. 
John P. Bowler, Hanover 

A. A. Pratte, Keene 

P. DeNicola, Nashua 

J. F. Merrill, Northwood 
Thomas J. Morrison, Somersworth 
William H. Leith, Lancaster 
Harry E. Anderson, Somersworth 
L. K. Sycamore, Hanover 

H. T. French, Hanover 

E. J. Gage, Laconia 

M. A. H. Hart, Milton 

A. L. MacMillan, Jr., Concord 
Walter R. Sanders, Derry 

Leon J. Lacasse, Manchester 

J. A. Coyle, Hanover 

A. G. MacDuffie, Manchester 

A. W. Mitchell, Epping 

H. H. Purinton, Somersworth 
Abbott Winograd, Nashua 

R. G. Blanchard, Dover 

F. E. Spear, Woodsville 
Edward H. Egbert, Wolfeboro 
George L. Hilton, Milford 

F. A. Bogardus, Canaan 

Victor Potvin, Claremont 

C. I. Cole, Goffstown 

M. P. Badger, Manchester 

B. W. Baker, Laconia 

H. L. Clow, Waltham, Mass. 

E. J. Fraser, Nashua 


William Gerry Morgan, Washington, D. C. 


R. H. Brooks, Claremont 
E. J. Stone, Newport 

F. E. Clow, Wolfeboro 

A. J. Merrill, Manchester 
Albert S. Dolloff, New Hampton 
Zatae L. Straw, Manchester 

F. C. Sweeney, East Jaffrey 

D. M. Clark, Dublin 

H. A. Cheney, Campton 

F. E. Kittredge, Nashua 

W.N. Souter, Portsmouth 

P. H. Greeley, Portsmouth 

F. B. Argue, Pittsfield 

H. B. Carpenter, Portsmouth 
W. P. Clough, New London 
Robert O. Blood, Concord 

J. E. Lacoursiere, Manchester 
Z. A. Lavoie, Manchester 
D. Caron, Manchester 

V. H. Sikorsky, Plaistow 
H. H. Amsden, Concord 
Charles Duncan, Concord 
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J. Z. Shedd, North Conway 
Bernard P. Haubrich, Claremont 
E. O. Otis, Exeter 
Raymond H. Marcotte, Nashua 
H. H. Boynton, Lisbon 
F. N. J. Dube, Nashua 
L. T. Togus, Manchester 

' Ellen A. Wallace, Manchester 
Chancey Adams, Concord 
Edward C. Batchelder, Dover 


E. Buchanan, Claremont 
L. Huse, Meriden 

F. McGill, Portsmouth 

H. Dearborn, Milford 
Watson, Manchester 

E. Biron, Manchester 

F. Richard, Nashua 
Deming, Glencliff 

G. Holland, Boston, Mass. 


PREP 


PRESIDENT’S ADDRESS 


BY OSMON H. HUBBARD, KEENE* 


RADITION tells us that in the olden days 

Indian Tribes once in so many moons as- 
sembled for a smoke talk, and to mark the event 
cut a notch in a record stick kept for that pur- 
pose. 

This year the members of the New Hamp- 
shire Medical Society have met to cut the one 
hundred and fortieth notch in its long stick of 
records. 

It may not be without profit at this time to 
slip back in fancy through this space of time, 
and as we advance again through the interven- 
ing years note the changes and advancements 
in the field of Medicine, for progress during this 
one hundred and forty years has been especially 
noticeable and we should not forget the debt 
we owe to the times which have preceded us. 

In 1791 a small group of New Hampshire 
doctors, looking forward into the future, saw 
that for the high standing of the profession 
and the welfare of the people the practice of 
Medicine should be controlled by certain regu- 
lations, and obtained from the General Court a 
charter incorporating the New Hampshire Medi- 
ical Society. 

From this beginning has been built up our 
present society, and in union with similar or- 
ganizations in every other state in the Union 
helps form the foundation of our great Ameri- 
can Medical Association, with whose activities 
for the advancement of medicine and public 
health you are all familiar. The history of our 
State Society is known to you all and is one 
of which we may well be proud. Our state, be- 
ing among the smaller, has not so large a num- 
ber of members as those having a greater popu- 
lation but of the whole number of physicians 
registered almost five hundred belong to the So- 
ciety, a greater percentage, I believe, than any 
other state can boast. 

The attendance at its meetings is extremely 
eratifying, showing that the members have an 
interest in the Society and desire to show it by 
their presence. 

In the short time allotted me I wish to review 
briefly the changes and advancement which have 
taken place in the broad field of Medicine since 
the Society was formed. 

*Hubbard—Pathologist to Elliott Community Hospital, Keene, 


New Hampshire. For record and address of author see “This 
Week's Issue’, page 47. 


The material changes in these one hundred 
and forty years have greatly altered the doe- 
tor’s practice. In those early days the doctor 
was summoned by a knock on his door, by a 
messenger who had come perhaps many miles 
to reach him, and on horseback, with his sad- 
dlebags, rain or shine, winter or summer, over 
bridle paths or poor roads, though mud or per- 
haps on snowshoes over winter drifts, he must 
travel to see his patient. Later the gig took 
the place of the saddle and the neat case of 
pills and tablets, the saddlebags, and the calls 
came by telephone. Then later came the auto- 
mobile and improved roads, eliminating the slow, 
tiresome journeys, conserving the doctor’s 
strength and increasing his working capacity ; 
yet I am not sure but those old-time physicians 
were more rugged and their days longer than 
those of later generations. 

In the practice of medicine when our Society 
was young the chief object of the physician was 
to relieve suffering and treat the symptoms of 
the patient. His knowledge of the etiology and 
pathology of disease, compared with that of the 
present day, was extremely small. Venesection 
and purging were almost routine treatment, and 
a great variety of drugs was used, often com- 
bined in long ‘‘shot gun”’ prescriptions. Grad- 
ually the fallacy of bleeding was recognized, the 
number of drugs used became less as investiga- 
tion showed that many were useless for the pur- 
pose for which they were administered, or their 
action identical with that of others. Experience 
demonstrated that many diseases were self-lim- 
iting and nature only needed to have her forces 
conserved in order to overcome them. 

Then followed a period of research in morbid 
anatomy and the study of physical signs leading 
to the better understanding of disease and more 
accurate methods of diagnosis, and closely con- 
nected with this, due to the remarkable work of 
bacteriologists and experimental methods, was 
a great advance made in the knowledge regard- 
ing the etiology of disease followed by the more 
recent advances in our knowledge of disorders 
of function, metabolism, and along the lines of 
biochemistry. If we consult the latest works on 
medicine only a small percentage of the number 
of infectious diseases are found for which a 
specific cause has not been demonstrated, and 
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the time is not far distant before the full list 
may be complete. The wonderful results of 
prophylaxis against smallpox, the almost entire 
eradication of yellow fever and malaria, the 
great reduction of deaths from tuberculosis, 
diphtheria, typhoid fever and many other dis- 
eases, with the resulting increase in life expect- 
ancy, stands as an everlasting monument to the 
work done in medicine during the age of this 
Society. 

In a small work on surgical subjects published 
in Edinburgh a few years prior to the formation 
of our Society, the author says in his preface, 
“‘TIt may possibly be alleged by some that noth- 
ing new can now be offered on the subject of 
surgery,’’ and again he says. ‘‘The real opera- 
tive part of the profession is in general carried 
to as great a perfection as it may ever attain.”’ 

It was true that surgery could not make any 
marked progress under conditions which ex- 
isted at that time although in the fifty years 
following there was some advancement and more 
operations performed. In a paper read before 
the Dublin Obstetrical Society in 1844 the 
author gives in short detail an account of sixty- 
six cases of ovarian disease operated upon up 
to that time in Europe and America, with forty- 
two recoveries and twenty-four deaths. He 
states that ‘‘the disease is almost unmanageable 
by methods heretofore adopted and always ended 
fatally sooner or later. Only on this account 
was an operation of the severest nature justified 
as a remedy.’’ The discovery of ether as an 
anaesthetic a few years later greatly broadened 
the field of surgery. Technique greatly im- 
proved, for the surgeon could now work more 
slowly and carefully and many operations were 
performed which previously it was impossible to 
undertake. But while better work could be done 
and more delicate operations performed, the 
great mortality following operative work con- 
tinued. 

Clinical reports from the large London hos- 
pitals published in 1855 show that nearly all 
compound fractures and other severe injuries 
to limbs were followed by immediate amputa- 
tion. In some of the reports the number of am- 
putations nearly equalled all other operations. 

The mortality in these cases from infection 
was high, many dying in a short time from 
pyemia while other cases survived longer but 
finally succumbed from exhaustion following 
sloughing and prolonged suppuration. Sup- 
puration was at this time expected and consid- 
ered part of the process of healing of wounds, 
for in the report of one case it states that ‘‘the 
condition of the patient was bad for the first few 
days but after that, suppuration being freely 
established, his condition was much improved’’. 

The next step in advance was made possible 
by the brilliant work in the field of bacteriology, 
demonstrating the relation of germs to morbid 
conditions, followed by its application to sur- 
gery which cleared the field to a large degree 


from infection. Through antiseptic methods of 
operating and efficient sterilization the way was 
opened for the advance of surgery to its present. 

high degree of perfection. a 

Medical education in this country since the 
founding of our Society has passed through a 
process of evolution from the old apprentice 
system, when the student obtained his medical 
education by reading books from the library 
of some reputable physician and obtaining such 
practical knowledge as he was able from seeing 
patients with his preceptor, through the period 
of medical schools whose instruction was given 
largely by didactic lectures, to the Universities 
with their present highly scientific training. 

Previous to 1791 there was no Medical School 
in New England authorized to grant the present 
degree of Doctor of Medicine. A few years 
previously Harvard Medical School sent out its 
first four graduates with the degree of Bachelor 
of Physics but it was not until nearly a quarter 
of a century later that it was changed to Doctor 
of Medicine. 

As nearly all the doctors settling in this State 
were of the apprentice class, the founders of this 
Society realized that some standard of medical 
knowledge should be adopted to preserve the 
standing of the profession and for the protection 
of the public, for the act of incorporation states 
that ‘‘the President and Fellows of said Society, 
or such officers or fellows as they may appoint, 
shall have full power to examine all candidates 
who shall offer themselves, respecting their skill 
in their profession; also to describe and point 
out such medical instruction as they shall judge 
requisite for the practice of Physic previous to 
examination’’. 

A few years ago, during the period that medi- 
cal schools good and indifferent became numer- 
ous, the American Medical Association took up 
the matter of standardization which cut out 
many schools which could not give courses and 
clinical instruction conforming to its require- 
ments. This raising of the standard with the 
present conditions of living makes the question 
of medical education a very live one. The length 
of time required for pre-medical education, the 
medical course and following internship with 
their attendant cost must deter many men nat- 
urally fitted for a brilliant medical career from 
joining the profession, leaving the ranks to be 
more likely filled by those of more ample means. 

In the hospital of today we have a most im- 
portant center around which many departments 
of medicine are gathered. 

To go back once more to the days when this 
Society was young, we find hospitals very dif- 
ferent from those with which we are familiar 
at the present time. They were then principally 
considered as places for the care of sick who had 
no other refuge and for the performance of sur- 
gical operations. The attendants were of the 
class of household servants with no knowledge 
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| of nursing except that obtained from experience 
| and gathered from association with the doctor 
| in attendance. Hospital growth under these 
conditions was slow. From the history of the 
Massachusetts General Hospital we learn that 
twelve years after its opening in 1821 it had 
only fifty-six patients in its medical and surgi- 
cal wards. During the past seventy-five years, 
however, there has been a rapid increase in 
the number of patients and in the scope of their 
wor 

While the primary function of the hospital is 
the care of the sick, other functions have become 
closely allied with it. 

One of the first of these is the training of 
nurses. It is only a little over half a century 
since the first training schools were opened in 
a few of our larger hospitals, but their number 
has steadily increased until most of them, from 
the largest to the smallest, have a course in 
training. 

From the level of servants, nurses have now 
become members of a noble profession. The vast 
improvement in health and happiness through 
the labors of the trained nurse is hardly realized. 

Another function is the opportunity the hos- 
pital affords for intern service to the recent 
graduate, enabling him to round out his medical 
education by actual contact with patients and 
becoming efficient and well trained in the va- 
rious departments of medicine and surgery. 

A few years ago the American College of Sur- 
geons took up the matter of standardization 
which has greatly increased hospital efficiency 
through better buildings, better equipment, and 
better organization. 

The opportunity for scientific research in the 
present well-equipped hospital laboratories has 


led to the solving of many problems as to the 
nature and cause of disease which otherwise 
could not have, been accomplished. The more 
recent studies and discoveries in biochemistry 
and physics as related to medicine require much 
special apparatus for diagnosis and treatment, 
such as the electrocardiograph, therapeutic 
lamps, x-ray, diathermia and metabolism outfits 
too extensive and costly for general private use. 
With such complete equipment the hospital, 
with its clinical facilities, today becomes the 
great research laboratory and workshop without 
which medicine could not progress. 

As one of the President’s duties, I have at- 
tended meetings of the various county societies, 
and can give a good report of their proceedings. 
One object of these meetings is to keep the mem- 
bers abreast of clinical and scientific advance, 
and this has been well carried out. There are 
many questions presenting themselves today out- 
side the science and art of medicine which could 
be discussed with profit at the county meetings, 
even if a formal paper on the subject were not 
read. Medical economics and organization is be- 
coming of increased importance. In the distance 
the small dark cloud of State Medicine is casting 
a shadow which should not be ignored. The 
questions of free clinics and health administra- 
tion are ones which should be given careful con- 
sideration. 

Let our societies not forget that the work of 
our state and national medical organizations will 
be effective only as they have the active, intel- 
ligent support of the county units. Medicine 
has had a remarkable past. It is now established 
on a firm scientific basis and we need have no 
fear but that its future progress will assuredly 
be brilliant. 


CAUSES OF FATIGUE 


Lack of exercise, boredom with our job, spring 
fever and self-suggestion that we are tired, to es- 
cape doing a task that we do not like are among 
the causes of fatigue listed by Dr. Thurman B. Rice 
in Hygeia. 

Dr. Rice makes the distinction between physio- 
logic tiredness, which is a real blessing, and patho- 
logic fatigue, devastating in its effects. The problem 
of fatigue is one of knowing how to get physically 
. tired without getting pathologically tired. 

Here are some of the ways of recognizing when it 
is time to make a change: 


1. If you are too tired to eat or sleep at the end 
of the day. 

2. If you despise your work and dread to begin 
in the morning. 


3. If you are cross and impatient. 
4. If you are unable to relax. ee 
5. If your health is not good. ; 


CANCER DEATH RATE RISES SHARPLY 


The April, 1931, number of the Statistical Bulletin 
of the Metropolitan Life Insurance Company reports 
an abrupt rise in the cancer death rate for both 
white and colored policyholders. While the influenza 
epidemic was probably responsible for a certain 
proportion of these cancer deaths, there were surely 
not enough to account for the pronounced rise ob- 
served in this first quarter year. The rate per 
100,000 persons exposed for the first quarter in 1930 
was 74.8, while in 1931 the rate increased to §4.3. 
Too much significance should not be attached, how- 
ever, to figures for a single quarter.— Bulletin of the 
American Society for the Control of Cancer. 
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INTERNAL INJURIES WITHOUT PENETRATING WOUNDS* 
BY ARTHUR W. ALLEN, M.D. 


E so frequently hear the term ‘‘internal 
injuries’’ applied to serious accident cases, 
that it has come to mean to the layman an in- 
definite and mysterious disarrangement of our 
vital organs, usually incousistent with life, and 
if death does not ensue, a doubt as to the possi- 
bility of recovery compatible with sufficient 
health to make life worth while. Open wounds 
from flying glass, broken bones, and concussion 
of the brain are not only better understood and 
held in the proper light by the populace, but 
the same is somewhat true of our profession. 
Our attention is so frequently diverted by an 
obvious fracture of a long bone, or a severe 
lacerated wound of the face, that serious inter- 
nal injury may be at first overlooked. Penetrat- 
ing wounds of the abdomen are so obvious and 
the treatment so well standardized, that we will 
deal in this paper only with internal injuries 
of the abdomen, due to blunt force from without. 
There is no group of surgical emergencies that 
present so many difficulties in diagnosis, and 
often the proper treatment is not evident. These 
patients are apt to show all the signs and symp- 
toms of shock, are frequently stuporous or uncon- 
scious, and neither the patients nor the friends 
accompanying them can always give an adequate 
idea of where the damaging blow was received. 
This throws the burden almost wholly upon the 
clinician so that by his perception of the general 
condition, the signs presenting and what labora- 
tory data he can collect, the decision must be 
made as to what can be done or left undone to 
give the patient his best chance for recovery. 
One of the most important factors lies in the 
recognition of shock and a routine study of the 
situation from this angle, and proper methods of 
dealing with it in general, to get the patient into 
a condition to withstand the added strain of 
surgery, are essential. These can be carried on 
while observation and laboratory data are col- 
lected leading to a better understanding of the 
primary lesion. 

Seriously injured individuals frequently lose 
any chance of recovery by the methods now in 
use in transporting them from the scene of the 
accident to the hospital, the chief idea being to 
load these patients into the first passing automo- 
bile and rush madly to the nearest hospital, their 
broken limbs dangling, their arteries bleeding 
beneath ineffective tourniquets, and their shock 
increased accordingly. Conditions would be im- 
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proved if emergency splints, effective tourni- 
quets, or dressings were applied, the patient kept 
warm, and transported in comfort after a hypo- 
dermie of morphia. If this is not done in such 
obvious cases, how much more often is the per- 
son more or less stuporous from the pain and 
shock of a serious internal injury transported 
in a crude fashion—not infrequently dying en 
route. 


DIAGNOSIS 


In dealing with these cases there are many 
factors common to them all—regardless of 
whether the injury is to a hollow viscus or to 
one of the parenchymatous organs. Shock is 
represented by pallor, sweating, restlessness, 
shallow respiration, thin, rapid, regular pulse, 
lowered blood pressure, nausea, vomiting, and 
thirst. In addition, we have generalized ab- 
dominal pain, painful respiration, board-like 
rigidity of the abdomen, generalized abdominal 
tenderness, usually more acute in the region of 
the injured viscus, and increase in white blood 
count. Peristalsis is usually not heard with the 
stethoscope, and percussion is apt to reveal only 
generalized tympany ; shifting dullness is seldom 
detected. In cases of ruptured hollow viscus, 
the diagnosis may be definitely determined by 
the x-ray, which will usually show gas below the 
diaphragm. The region and character of the 
blow may help in differentiating the spleen and 
liver. A bloody specimen of urine settles the 
matter for the urinary tract, the region of the 
blow and inability to pass a catheter will call 
attention to the urethra, while no urine, but a 
little pure blood obtained by the catheter, will 
indicate a ruptured bladder. A differential di- 
agnosis is so important that all these conditions 
must be ruled out, and in case of doubt, as soon 
as the general condition permits, operate if nec- 
essary to make sure. 


TREATMENT 


First, the patient must be treated for shock— 
heat, Trendelenburg position, morphine, sub- 
cutaneous normal salt solution, and blood trans- 
fusions may all be necessary. As soon as the 
blood pressure has reached a safe operating level, 
usually 80 to 100 systolic, operative interference 
can be undertaken if the lesion demands it. All 
perforating lesions of the hollow viscera, mas- 
sive hemorrhages from the liver and spleen, all 
ruptures of the bladder and urethra, require 
surgery. In cases of injury to the gastro-intes- 
tinal tract, bladder and urethra, the percentage 
of cures will be an indirect ratio to the number 
of hours elapsed between the accident and the 
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operation. 
operative technique not to increase the already 
existing shock. Gentleness combined with speed 


Great care should be used in the 


is ideal. The escaped intestinal contents or 
blood should be removed with a suction appa- 
ratus. The best results in ruptures of the spleen 
are obtained by removal of that organ. One 
should not hesitate to enlarge the incision by 
cutting the left rectus muscle transversely in 
order quickly and adequately to expose the 
splenic area. Ruptures of the liver frequently 
occur in inaccessible areas, and suture is not 
always possible. Chiari has recommended sutur- 
ing the liver edge to the parietal costal border 
in ruptures of the dome. This seems to me to 
offer many difficulties, in that respiration inter- 
feres with the procedure, and it allows the col- 
lection of a large amount of blood below the 
diaphragm which may very well become in- 
fected. He reports one cure in two attempts. 
It has been the practice in our clinic, until re- 
cent years, to pack the bleeding cavity with 
gauze. Now the usual procedure is to remove 
the blood and clots from the abdomen by suction 
and close without drainage. Hinton has ealled 
attention to the fact that ruptures of the liver 
are usually not bleeding by the time the opera- 
tion is done and that if we could be sure of the 
diagnosis there would be a greater percentage 
of cures without operation. Therefore it seems 
logical if an exploration seems necessary to rule 
out an injury to a hollow viscus and a rupture 
of the liver is found, to leave the abdomen as 
free as possible from foreign substances and de- 
pend upon nature to repair the primary injury. 
It seems unnecessary to add that the clot in the 
broken surface should not be disturbed. Also, 
if marked active bleeding is going on, packs or 
sutures must be used. Injuries of the kidney 
should certainly not be operated upon, as the 
vast majority recover spontaneously, and if, in 
a rare case, damage proves sufficiently severe to 
produce a useless or infected kidney, it can be 
removed later. 

A consecutive group of cases with internal in- 
juries treated at the Massachusetts General Hos- 
pital since 1900 has been analyzed. Only those 
cases proven by operation, autopsy or definite 
laboratory findings have been included. Many 
eases of multiple severe injuries dying shortly 
after admission have not been included. It was 
hoped that we might be able to ascertain from 
the records the number of doubtful cases ex- 
plored with negative findings, but due to our 
system of filing, this could not be done without 
an insurmountable amount of work. We are of 
the opinion, however, that far less harm has 
come from the unnecessary exploration of a 
doubtful case, than from waiting until the diag- 
nosis was evident. 


INJURIES OF THE GASTRO-INTESTINAL TRACT 
We have analyzed forty-one consecutive cases. 
These are uncomplicated or had other injuries 
compatible with life. In all of these there should 


have been a reasonable chance for recovery. 
Thirty-nine were in males. The age ranged from 
four to seventy, although there were only seven 
children in this group. Thirty-six were injuries 
of the small bowel. The method of injury is of 
interest : 


Fell on abdomen—some striking on rails, 
rocks, or onto ground from short heights 

Crushed between cars or struck by trains, 
trolleys or automobiles 

Struck in abdomen by flying objects, such as 
pieces of wood from circular saws, parts 
of machinery, etc. 

Run over by heavy wagon wheels 

Coasting accidents 

Kicked in abdomen by horse 

Kicked in abdomen by man 


Eight of the first ten cases operated upon died. 
One of these early survivors was a rupture of 
the sigmoid that formed a walled-off abscess and 
was successfully operated upon in 1900, six days 
after injury, and was discharged relieved after 
eighty-five days in the hospital. The other sur- 
vivor in this group was a child of five, struck by 
a trolley in 1905, rupturing the small intestine, 
who was brought immediately to the hospital 
and operated upon at once. In spite of extensive 
saline lavage of the abdominal cavity and a 
complete evisceration on the eighth postopera- 
tive day, the child was discharged relieved forty- 
eight days later. 

In the next ten cases between 1905 and 1914, 
six survived, followed by ten cases between 1914 
and 1921 with six recoveries, while of the next 
ten cases between 1921 and 1927, five lived. It 
would seem then, that since 1905 there had been 
little improvement in the treatment of these 
eases so far as mortality is concerned. We feel 
that in many instances the cause of failure was 
on the one hand due to too much delay, either 
in getting the patient to the hospital or in a 
few instances of waiting too long after entry 
before exploration, and on the other hand, op- 
erating during a very severe degree of shock. 
In looking over these case histories in detail, 
we feel sure that the early flushing of the con- 
taminated abdominal cavity with salt solution, 
the necessity for haste due to shock, and poor 
after-treatment, explain many of the failures. 
The time element within certain limits did not 
seem to be a factor and in many instances un- 
doubtedly gave the patient an added chance for 
recovery, but as is shown in the following tables, 
the time element beyond a certain period is of 
great importance. 

An analysis of the elapsed time between in- 
jury and operation in the successful cases is of 
interest and is tabulated chronologically, the 
location of the lesion given as stated in the 
records 
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Time Elapsed 


Between Injury Hospital 
Case Location and Operation Days 
1 Small intestine 2 hours 49 
2 Jejunum 10 hours 27 
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3 Jejunum- 1 hour 54 
4 Small intestine 2 hours 26 INJURIES OF THE KIDNEY 
Ileum 3 hours 
6 Small intestine 18 hours 30 | 0, In this group we have analyzed thirty-nine 
7 Small intestine 20 hours 46 nsecutive cases occurring between 1900 and 
8 Small intestine 6 hours 19 |1924. Only those with gross blood in the urine 
and those without other injuries incompatible 
11 | 33 with life have been included: 
12 Small intestine 2 hours 24 8 
13 Jejunum 4 hours 11 ad 
14 Jejunum 2 hours (34 Males 34 
15 Small intestine 2 hours 26 Females 5 
16 Tleum 4 hours 16 A 
ge 
AVERAGE 6 hours 29+ Adults 30 
Children under 12 9 
17 Sigmoid 6 ee eet ab- Kidney involved 
fistula 85 Right 15 
18 Cecum 2 hours 31 
19 Cecum 2 days—walled off ab- “ Not stated ig 
A similar analysis of the failures in this group Fell from height 16 
is as follows: Struck by moving objects 14 
Coasting accidents 5 
-Time Elapsed Time Sur- Miscellaneous 4 
Between Injury vived After 
Case Location and Operation Operation Operative cases 
1 Small intestine 44 hours 15 hours Operated upon between 1900 and 1910, 
2 Small intestine 24 hours 24 hours out of fifteen cases 10 
3 Small intestine 19 hours 8 hours Operated upon between 1910 and 1924, 
4 Small intestine 24 hours 24 hours out of twenty-four cases 
5 Small intestine 2 hours 24 hours Nephrectomy soon af- 
6 Small intestine 2 hours 7 hours CEP ANGUTY eeneemnee 5 Survived— 3 Died—2 
7 Small intestine 35 hours 10 hours Exploratory _laparot- 
8 Small intestine 28 hours | 8 hours omy for diagnosis 
9 Small intestine 3 hours 8 days early 4 Survived— 3 Died—1 
10 Small intestine 96 hours 4 days Tamponade early ...... 2 Survived— 2 Died—0 
11 Small intestine 29 hours 31 days Nephrectomy late for 
12 Small intestine 1 hour 5 hours continued bleed- 
13 Small intestine 144 hours 6 days ing or infection... 2 Survived— 2 Died—0 
14 Duodenum 4 hours 12 hours Tamponade late 
15 Duodenum 2 hours 15 hours (horseshoe kidney) 1 Survived@— 0 Died—1 
16 Ileum 7 hours 7 days Total operations .........14 Survived—10 Died—4 
17 Jejunum 14 hours 5 hours Average hospital stay of surviving operated 
18 2 hours 1 hour cases—3014days. 
19 Tleum 3 hours 7 days 
20 18 hours 17 hours | %"-operative cases 
Total not operated 
AVERAGE 25 hours upon 25 Survived—25 Died—0 
Urine cleared grossly in an average of two days. 
21 Ascending colon 3 hours died on table Urine cleared microscopically in an average of 
22 Hepatic Flexure 18 hours 1 hour six days. 


We see then that all the successful cases were 
operated upon within twenty hours, the av- 
erage for the series being six hours. We feel 
that in these cases operation should be un- 
dertaken as soon as the patient has begun to 
recover from the shock of the accident. We 
recommend that the abdominal cavity be thor- 
oughly aspirated with a suction apparatus, the 
injured viscus repaired and the abdomen closed 
tightly. There is only one exception to this rule 
of no drainage, and that occurs in the injuries 
to the large bowel as in these it is usually con- 
ceded to be a safer procedure to drain. The fact 
that it is so frequently impossible to rule out an 
injury to the hollow viscus makes exploratory 
laparotomy justifiable in doubtful cases and im- 
perative in cases where there is surely an intra- 
abdominal injury of any importance. 


Average hospital stay—14%4 days. 


It seems evident from this analysis that sub- 
cutaneous rupture of the kidney should never 
be operated upon as an emergency procedure. 
All of the unoperated cases in this group sur- 
vived, and only three cases of the entire thirty- 
nine required late surgery for continued bleed- 
ing or infection. Of course, we do not know 
what happens to all of these damaged kidneys 
later in life, but of all those which had a follow- 
up note at the end of one year, there were none 
with disabling symptoms. 


INJURIES OF THE LIVER 


In this group we have twenty-four proven 
cases of rupture of the liver that were either un- 
complicated or had other injuries that in them- 
selves did not seem to influence the outcome. 
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Sex deciding factor, were not included. We have 
Males 22 included, however, eases complicated by frac- 
Females . 3 ture of the pelvis. There was only one female in 
Age the group, the cause in her case, a difficult labor. 
Adults 21 All were adults save one child of four. 
Children under twelve 3 inj 
ype of injury 
nn 16 Struck by trains, automobiles, ete.............. 8 
Caught between cars 5 
Recoveries Ps Difficult labor 1 
Operated upon : Run over by heavy wheels 1 
Autopsy diagnosis Fell while running striking on abdomen... 1 
Type of injury Cases with Complications 
Struck by train, electric car, or automo- : Compound fractures 
bile 
of the pelvis ..........2 Died—2 Survived—0 
Struck by hurtled objects 5 associated with injury of the rectum 1 (Died) 
Fell from heights 3 Simple fractures of 
Ran over by wagon wheels 2 the pelvis 4 Died—3 Survived—1 
Bicycle—coasting accidents 2 associated with fractured humerus 1 
Kicked in abdomen by horse 1 (Survived ) 
Cave-in of trench 1 associated with fractured skull 1 (Died) 
Unknown 2 Fracture of the spine 1—who survived lamin- 
aad ceration of the scrotum 1—who died six days 
Dome—9 Under surface—€ Not stated—9 after admittance, the scrotum having been 
Type of operative procedure sutured and the ruptured bladder discovered 
Packed with gauze......16 Survived—4 Died—12 at autopsy. 
Abdomen cleared of , 
blood only 2 Survived—2 Died— 0| Uncomplicated cases 
sepa = — : 1 Survived—1 Died— 0] 1, A woman admitted four days after child- 
bleeding surface. 1 Survived—0 Died— 1| birth who had been curetted the day following 
Cholecystectomy sec- delivery, was treated for suppression of urine 
ond day for acute for four days more at the end of which time an 
gall 1 Survived—1 Died— 0] exploratory laparotomy revealed a tear in the 
eostomy fourth day dome of the bladder one inch long and the abdo- 
for ileus Died— 1 
—|men full of urine. She died the day of opera- 
TOTAL 22 14] tion. 


In addition to these twenty-four cases there 
were three others in which the diagnosis seemed 
certain from the history, symptoms and physical 
signs. These ran a course compatible with the 
lesion and were all discharged relieved. One 
of the operative cases deserves special mention. 
A fifty-three year old man standing beside a 
railroad, was struck in the right sts aa ol 
with a sledge hammer, hurtled through the air 
by the striking of its handle by a passing train. 
At operation three hours later, his abdomen was 
full of blood from a rupture, one by three inches 
in the dome of the liver. The blood was removed 
by suction, filtered through gauze, citrated and 

00 c.c. was injected into the arm vein by 
gravity. The man was in excellent condition at 
the end of the operation. He died, however, 
fifty-six hours later of complete anuria. It 
seems likely that had this mixture of blood and 
bile not been reinjected intravenously he would 
have survived. Just what chemical action, if 
any, had taken place in the reclaimed blood we 
do not know, and, of course, his anuria could 
have been due to other causes. 


INJURIES OF THE BLADDER 


We are able to find only sixteen cases whose 
records are sufficiently clear to warrant study. 
Some hopeless multiple injuries in which the 
rupture of the bladder did not seem to be the 


2. A man of twenty-two was struck by a 
train and brought to the hospital within an 
hour. As soon as shock had subsided, two rents 
in the bladder were closed. He was discharged 
well seventy-nine days after injury 

3. A man of twenty-three had the wheel of 
a heavy car pass over his body. He was brought 
to the hospital at once and operated on within 
an hour. A rupture of the bladder was drained. 
He died four hours later. 

4. A boy of fifteen was crushed between 
train and elevator door and brought immedi- 
ately to the hospital. He was treated expect- 
antly until the next morning when operation 
revealed a ruptured bladder. He died on the 
fifth day from general peritonitis. 

5. A child of four was struck by a motor and 
brought to the hospital at once. No urine and 
a little fresh blood was obtained by catheter. 
Operation as soon as shock had improved. Supra- 
pubie drainage. Discharged well in sixty days. 

A man of thirty fell on street while run- 
ning, landing on his abdomen. He was brought 
to the hospital the next day and operated upon, 
a suprapubic drainage being done. He died two 
days later. 

7. A man of thirty-five was injured in an 
automobile accident and brought to the hospital 
at once. Cystoscopy revealed a partial rupture 
of the bladder wall. Treated on constant drain- 
age and discharged relieved on the eighth day. 
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8. A man of thirty-nine was struck by an 
automobile and brought to the hospital at once. 
The diagnosis was not made until the next morn- 
ing. At operation a rent in the dome of the 
bladder was sutured and the prevesicle space 
drained. He died two days later. 3 


We have then, in the eight complicated cases, 
only two survivors. One of these was operated 
upon the day of injury and the other one three 
weeks after injury; in this case a prevesical 
abscess formed which when drained was found 
to communicate with a rent in the bladder wall. 

In the uncomplicated group of eight cases, we 
have five deaths and three who survived. Four 
of the five deaths were in cases whose operation 
was delayed twenty-four hours or more. All o 
the three who survived were operated upon 
within a few hours. De Tarnowsky has just 
published a large series of bladder injuries 
which bears out the necessity for early diagnosis 
and early treatment. 


INJURIES OF THE SPLEEN 


We have eleven cases of uncomplicated rup- 
ture of the spleen proven by operation or 


INJURIES OF THE MESENTERY 
This condition can occur without injury to 


the other viscera and produce sufficient hemor- . 


rhage to bring on shock and all the grave and 
Serious signs and symptoms associated with le- 
sions that demand early surgery. We have nine 
such cases all brought to the hospital as emer- 
gencies and operated upon the same day, as 
follows: 
6 Cases with small rents, one to three 

inches, sutured only .............Survived—4 Died—2 
3 Cases with areas of bowel devoid of 

mesentery requiring resection 

Survived—0 Died-—-3 


The two deaths in the small rent series were 
due to shock and occurred soon after operation. 


f| One of the resection deaths was due to shock, 


while another occurred ten days later, after two 
operative attempts to relieve obstruction. The 
other death came on the fifth postoperative day ; 
in this case two separate resections of the small 
bowel with end to end anastomosis had been 
necessary. 
SUMMARY 

Summary of the entire group of internal in- 

juries studied : 


Not 
Operated Operated 
Upon Lived Died Upon Lived Died Total Lived Died 
Intestine 41 19 22 0 0 0 41 19 22 
Kidney 14 10 4 25 25 0 39 35 4 
Liver 22 8 14 2 0 2 24 8 16 
Bladder 16 5 11 0 0 0 16 5 11 
Spleen 10 7 3 1 0 1 11 7 4 
Mesentery 9 4 5 0 0 0 9 4 5 
TOTAL 112 53 59 28 25 3 140 78 62 


autopsy. All but one were males. Three were 
children under twelve. 
Type of injury 
Coasted into trees, etc. striking left loin 4 
Struck by trains and automobiles .................. 2 
Struck by falling objects 2 
1 
1 
1 


Kicked by horse 
Kicked by man 
Sliding into baseman’s knee 


The average time elapsed between injury and 
admission to the hospital was ten hours. Of the 
ten cases operated upon, all were done soon after 
admission. One case, who died the day of ad- 
mission without coming out of shock sufficiently 
to allow surgery, showed a ruptured spleen at 
autopsy. 

Operative cases 


Splenectomy 5 Survived—4 Died—1 
Spleen packed with 
gauze 5 Survived—3 Died—2 


It is interesting to note the delay in coming to 
the hospital, and a baseball player continued in 
the game for two innings after his injury. In 
injuries of the spleen, dangerous signs appar- 
ently do not always come on immediately after 
the accident. Attention has been called to the 
possibility of delayed hemorrhage in these cases, 
collapse occurring as long as a week after the 
injury. 


From this summary, it is obvious that injuries 
of the kidney are primarily non-operative le- 
sions. 

It is clearly demonstrated that all injuries to 
the intestine and bladder must be operated upon 
soon after injury. Fifty-seven of the one hun- 
dred and forty cases studied fall into this group 
requiring urgent treatment, as the mortality 
without operation is 100%. 
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MISCELLANY 


VERMONT TOWNS WITHOUT PHYSICIANS 


According to Dr. W. G. Ricker of St. Johnsbury, 
secretary of the Vermont State Medical Society, there 
are now 110 towns and villages in Vermont without 
the services of a doctor. This statement was con- 
tained in a report on medical facilities for rural 
people which he made on June 17 in connection with 
the general session of the Vermont commission on 
country life. 
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Figures contained in his report showed that 40 
years ago there were 693 physicians in the state, 
and hardly a hamlet was without one. Today there 
are 458 doctors, 34 per cent. of whom are in cities, 
an additional 33 per cent. in towns of more than 
2500. There are 43 towns ranging from 500 to 1000 
in population without doctors, and also 67 towns with 
smaller populations which are in a similar position. 


OBITUARY 


Clifford Atherton Pease was born July 8, 1874, at 
Jericho, a son of Frank Wellington Pease and Ellen 
Maria (Atherton) Pease. He graduated from the 
Burlington High School and the University of Ver- 
mont Medical College. Dr. Pease was instructor in 
neurology and medicine at the University of Ver- 
mont for ten years and for some years clinical as- 
sistant to the chair of clinical surgery at the Uni- 
versity. He was attending surgeon at the Mary 
Fletcher Hospital, the Bishop DeGoesbriand Hospi- 
tal, and the Fanny Allen Hospital. 

Dr. Pease was ex-president of the New York and 
New England Association of Railway Surgeons and 
Fellow of the American College of Surgeons, the 
American Medical Association, the Burlington Clini- 
cal Society and the Chittenden County Clinical So- 
ciety. He was affiliated with the Free and Accepted 
Masons, in which order he was a member of Wash- 
ington Lodge, No. 3, Burlington Chapter No. 3 Royal 
Arch Masons; Burlington Commandery No. 2 Knights 
Templar, and Cairo Temple of the Ancient Arabic 
Order of the Nobles of the Mystic Shrine at Rutland. 
He was a prominent figure in the various phases of 
community life at Burlington and for a time was 
vice-president of the board of directors of the Y. M. 
C. A. 

He is survived by his wife, who was Mary Stewart 
Stranahan of St. Albans and by three children, Vir- 
ginia Atherton, Stewart Stranahan, and Clifford Ath- 
erton, Jr. B. D. Apams, M.D. 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
May, 1931 

The Department of Public Health received the fol- 
lowing reports of communicable diseases during the 
month of May: chicken pox 126, diphtheria 2, mea- 
sles 69, mumps 95, scarlet fever 22, smallpox 18, ty- 
phoid fever 2, undulant fever 2, tuberculosis 19 and 
whooping cough 42. 

The Laboratory of Hygiene made a total of 1,614 
examinations during the month, classified in the 
following manner: 


Examinations 
For diphtheria 86 
For Widal reaction of typhoid fever ................. 29 
For malarial parasites 2 
For tubercle bacilli 262 
For evidence of syphilis 420 
For gonococci in pus 121 
Of blood for contagious abortion in cattle...... 0 
Of water, chemical and bacteriological 119 
Of water, bacteriological 134 
Of milk, market 115 
Of milk, submitted for chemical only 10 


Of milk, submitted for microscopical only ........ 79 
Of milk, submitted by Department of Agri- 


culture, for hemolytic strept i 138 

Of foods 5 

Of drugs 0 
For the courts, autopsies 6 
For the courts, miscellaneous 35 

Of animal heads for evidence of rabies................ 1 
Miscellaneous 51 
Autopsies to complete death returns 1 


The Division of Communicable Diseases received 
reports of 38 cases of gonorrhea and 19 cases of 
syphilis. Two hundred and eighty-four Wassermann 
outfits and 176 gonorrheal outfits were distributed. 

The Division for After-care of Poliomyelitis held 
spring clinics in nine towns with an attendance of 
186 patients. Thirty-six home visits were made by 
the nurses of this Division and a total of 222 patients 
seen. The vocational worker of this Division reports 
sales made for the month totaling $76.53. 

The State Advisory Nurse of the Maternity and 
Infancy Division visited 21 towns in May, aiding 
physicians in the examination of school children, 
giving the Child Care course in high schools, holding 
pre-school clinics and assisting towns sponsoring 
toxin-antitoxin conferences. Health work is being 
promoted in four counties of the state, and this Di- 
vision is coéperating with the various groups doing 
this work. 


WASHINGTON COUNTY MEDICAL SOCIETY 


The first quarterly meeting of the Washington 
County Medical Society was held at the Twin Pine 
Farm June 2, 1931, at 6 P. M. After a fried chicken 
dinner the meeting was called to order by President 
Burbank. Eighteen members were present. Minutes 
of the previous meeting were read and accepted. 
The name of Dr. L. P. Forrest was read and Dr. 
Forrest was accepted into membership. Letters from 
Drs. Robinson and Hutchinson in regard to transfer- 
ring to the Chittenden County Medical Society were 
read. Motion was made and seconded that the Soci- 
ety write to the Chittenden County Medical Society 
reporting these men members of the Washington 
County Medical Society in good standing. 

Dr. L. A. Russlow invited the members to attend 
the opening and dedication of the Randolph Sana- 
torium. A letter from the Secretary of the Medico- 
legal Committee was read and discussed. 

The paper of the evening was read by Dr. J. H. 
Woodruff of Barre on “Kidney Stone with a Report 
of Three Cases.” General discussion followed. 

Three reels of motion pictures “Infections of the 
Hand” were shown. A round table discussion fol- 
lowed. 

The Montpelier men present invited the Society 
to meet as their guests in July in Montpelier. A 
vote of thanks was given the Barre doctors for the 
supper and entertainment. 


Dr. and Mrs. R. E. Avery are enjoying a six 
weeks’ trip through the middle west and to the 


Pacific coast. 
C. H. GoyYeETre. 
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CASE 17271 


TWO DAYS’ SEVERE CRAMP-LIKE PAIN 
IN MIDABDOMEN 


SurGIcAL DEPARTMENT 


An American pressman twenty-two years old 
entered July 26 complaining of pain in the 
abdomen. 

Two years before admission he was seen at 
another Boston hospital and was given a diet 
to which he adhered for about seven months. 
Since that time he had taken bi-sodol three 
times a day. For the past month he had 
noticed occasional tarry stools. Two days be- 
fore admission he was awakened in the morn- 
ing by severe cramp-like pain in the midab- 
domen. His bowels had not moved for at least 
three days. He consulted a physician, who 
sent him to a hospital where he was given a 
high colonic irrigation. This relieved his pain 
but slightly. Since that time it had grown 
steadily worse. The night before he came to 
the Massachusetts General Hospital he came 
from New York to Boston in a bus. His 
bowels had not moved since the onset of the 
pain. 

No further history is recorded. 

Clinical examination showed a well nour- 
ished young man lying quietly in bed. The 
heart and lungs were negative. The abdomen 
was flat and very tender to the touch, especial- 
ly in the right epigastrium and the right lower 
quadrant. Both recti were quite rigid, the 
right more than the left. Because of the rigid- 
ity and tenderness no attempt was made to 
palpate the liver or spleen. The liver dullness 
- was normal. Extension of the right leg gave 
no pain, but flexion relieved the pain. No 
rectal examination was done. The pupils and 
reflexes were normal. 

Before operation the urine, blood and chart 
were not recorded. 

Operation was done the day of admission. 
The following day the condition was fair. 
There was questionable collapse at the right 
base. The temperature was 104.2°, the pulse 
179. <A portable x-ray film July 29 showed 
mottled dullness at both lung roots and along 
the heart shadow on both sides. The areas of 
dullness were rather small. The periphery of 
the lungs was clear. The diaphragm was 


slightly elevated on both sides. The heart 


Shadow was not displaced. That evening the 
patient was cyanotic, with marked dyspnea. 
The temperature was 107.2°, the pulse 160, the 


respiration 50. Early the next morning he died. « 


CLINICAL Discussion 


BY RICHARD C. CABOT, M.D., and 
GEORGE W. HOLMES, M.D. 


NOTES ON 


Dr. Casot: I take it they made a diagnosis 
of peptic ulcer two years before his admission. 

We should like to know whether anybody 
else besides the patient noticed the ‘‘tarry 
stools’’. 

Going from New York to Boston in a bus is 
a highly undesirable thing to do if you are as 
sick as this man was. 

What shall we think of before we come to the 
clinical examination? Peptic ulcer and ap- 
pendicitis. Gall bladder is a third possibility, 
because gall bladder can cause stomach symp- 
toms and of course can acutely perforate. We 
are watching for evidence swinging towards one 
or another of those three things, although at 
present I should think appendicitis is the most 
probable of the three. He is rather young 
for peptic ulcer. Most cases of peptic ulcer 
do not appear at twenty-two. The more I 
think of that point the more important it 
seems to be. He is not young for appendicitis. 
He is rather young for gall bladder. 


THE HISTORY 


NOTES ON THE PHYSICAL EXAMINATION 


Relief of pain by flexure of the right leg 
points a little towards appendix, tending slight- 
ly to show the irritation of the psoas muscle 
which we so often get when the appendix is 
inflamed. 

I do not see why no rectal examination was 
done, unless for the reason that they were 
saving time because they thought every min- 
ute counted in the chances of saving him. 


DIFFERENTIAL DIAGNOSIS 


What is to be our preoperative diagnosis? 
On the whole I should say appendicitis. My 
guess is that they will make an incision half- 
way between the appendix and the gall bladder 
so that they can get either. I do not believe 
they will go very low or very high. I should 
say appendix first, gall bladder second and 
peptic ulcer third. There are many things 
which might have helped us if there had been 
time to do more about this. We could have 
studied the gall bladder by Graham’s test to 
see about that. One would especially like to 
know if there was a high white cell count. That 
would not have helped us as to the diagnosis, 
only as to the prognosis. So I should say one 
cannot be more than half certain of the diag- 
nosis. . 
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PREOPERATIVE DIAGNOSIS 
Perforated peptic ulcer. 
OPERATION 


Through a high right paramedian incision 
the peritoneal cavity was explored. There was 
no peritonitis or free fluid. There was marked 
edema and injection of the peritoneum in the 
upper portion of the abdomen. In the region 
of the pylorus there were dense fresh adhesions 
gluing the gall bladder and some omentum 
down to a small perforation just above the 
pylorus and near the lesser curvature of the 
stomach. These adhesions were separated. The 
ulcer was easily closed. As there was no peri- 
tonitis the peritoneal cavity was not drained. 


FurtTHER Discussion 


‘‘No peritonitis or free fluid.’’ They must 
have felt a good hope of saving the man and 
have been greatly disappointed at the results. 
I do not know on what grounds they made 
that preoperative diagnosis. I think they prob- 
ably had facts not given in this history. 

Miss Painter: <A diagnosis of peptic ulcer 
was made at the hospital where he was treated 
two years ago. 

Dr. Casor: They probably had x-rays. 

‘‘The diaphragm was slightly elevated on 
both sides.’’ So it is possible that there may 
have been pulmonary collapse. 

Dr. Houmes: This film must have been 
taken before the operation. I presume it was 
taken to detect any possible air below the dia- 
phragm. The patient may have been sitting 
up when the film was taken. There is no free 
air below the diaphragm. That would be 
against perforation with air leaking into the 
abdominal cavity. 

Dr. Casot: Isn’t that essentially a normal 
film ? 

Dr. Houtmes: Yes. There was nothing ab- 
normal in his lungs two days before operation. 
That makes the change which we see following 
the operation more likely to be collapse than 
pneumonia. There is now definite mottled 
dullness over both bases. Two days later you 
see quite marked increase in the dullness at 
both bases. There is not much elevation of the 
diaphragm in this film. In the following films 
the shadow of the diaphragm is lost. On both 
sides collapse of the bases does not displace the 
heart. That would be a possibility, but I should 
have expected a marked elevation of the dia- 
phragm at this time. It would be very helpful 
to know whether or not the diaphragm moved 
with respiration. Of course these films were 
taken with a portable apparatus in the ward 
and we were not able to fluoroscope the patient. 

Dr. Casot: On the whole are you voting 
for collapse? 

Dr. Hotmes: I was trying to make up my 
mind. The process has progressed at first 


moderately and then much more definitely. 
That is against collapse. The amount of den- 
sity is greatest at the bases. The pneumonia 
may be secondary to collapse. 

Dr. Casot: Is the fact that he died so 
quickly of importance to you in making up 
your mind between pneumonia and collapse? 

Dr. Houmes: I think there are no deaths 
known to be due to collapse alone. He must 
have had pneumonia if the lung condition 
was the cause of death. Pneumonias of that 
kind are apt to show some degree of collapse, 
so I expect Dr. Mallory will find some col- 
lapse. From those films I would favor pneu- 
monia rather than straight collapse. 


X-RAY INTERPRETATION 


The changes are consistent with broncho- 
pneumonia. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Perforated gastric ulcer. 
Postoperative bronchopn 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Appendicitis, perforated gall bladder or per- 
forated peptic ulcer. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Gastric ulcers with perforation of one of 
them. 


2. Secondary or terminal lesions. 


Generalized peritonitis. 
Embolic pneumonia with abscess formation. 


3. Historical landmarks. 


Operation wound, suture of perforated gas- 
tric ulcer. 


PATHOLOGIC DiIscUSsION 


Dr. Tracy B. Mauuory: We found of 
course the scar of the perforated ulcer which 
had been sewed up. He had two ulcers, one 
on the anterior and one on the posterior sur- 
face of the stomach, both of them quite near 
the pylorus. One of the two had perforated, 
the other had not. 

There was perfectly definite evidence «of 
general peritonitis at the time of autopsy. 

The only other finding was in the lungs, 
where there was both colfapse and pneumonia, 
quite extensive collapse with a very patchy 
type of infectious process. This seemed to be 
a large series of very tiny abscesses rather 
than a pneumonic process spreading through 
the air passages. 

Dr. Casot: What is the connection do you 
think between the operation and the lung 
condition ? 


Dr. Matuory: Just at a guess I should 
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be inclined to say that if he had not been 
operated upon he might have pulled through. 
Judging from their deseription of the opera- 
tion the ulcer had spontaneously walled it- 
self off. In going in I think they stirred the 
thing up and very possibly spread the infec- 
tion. 


CASE 17272* 


RECURRENT PURPURA FOLLOWING 
SPLENECTOMY 


CHILDREN’s MepicaAL DEPARTMENT, SURGICAL 
DEPARTMENT AND MEDICAL DEPARTMENT 


PRESENTATION OF CASE 


Dr. W. Darrinee**: First admis- 
sion. A twelve year old girl entered the hos- 
pital November 8 complaining of bleeding from 
the gums. 

The family history is irrelevant to the 
present illness. 

Past history. The birth was normal. The 
child had a cleft palate and at the age of two 
weeks was in a hospital for operation. Since 
she still has the cleft palate, she probably was 
not operated upon. Her physical and men- 
tal development was normal except for the 
speech, which was delayed and modified be- 
cause of the palatal defect. She had ‘‘cholera 
infantum’’ at eighteen months, erysipelas at 
two years and measles and whooping cough at 
six years. 

Present illness. The child was quite well 
until about September 25 of the present year, 
when numerous small purplish spots were 
noted on her arms and neck. At the same 
time she showed development of black and 
blue spots at the slightest trauma. On ad- 
mission these lesions were apparent on the 
trunk, back and legs. On October 18 blood 
began to ooze from the cavities in her teeth. 
A dentist was called who refused to do any 
work without the approval of a physician. She 
was treated by her family physician for two 
weeks without any improvement and was 
brought to the Outpatient Department follow- 
ing the appearance of several blood-filled 
blisters upon her lips. She had felt well and 
strong until a day or two before admission. 

Clinical examination showed a pale girl, 
breathing ‘through her mouth. Over the en- 
tire body were hundreds of subcutaneous 
hemorrhages varying from the size of a pin 
point to that of a silver dollar. There was 
nasal bleeding and obstruction. The lips were 
dry and showed crusted blood. The teeth were 
carious. The gums were oozing blood. Over 
the palate, which showed a defect, were num- 


*The first admission of this case was discussed at a con- 
ference held on December 12, 1930. The second admission and 


autopsy were discussed at another conference on April 23, 1931. 
**Resident on the Children’s Medical service. 


erous petechiae. In the left breast was a ten- 
der, hard purplish mass. The lungs showed 
no abnormal signs. Over the heart was heard 
a soft systolic murmur. The spleen was felt 
about two fingerbreaths below the costal mar- 
gin. The liver was not enlarged. 

The urine showed no blood. The admission 
stool was black and gave a strongly positive 
guaiac test. The blood on admission showed 
8,600 leukocytes with a differential count of 
86 per cent polynuclears, 7 per cent lympho- 
cytes, 3 per cent transitional cells and 3 per 
cent eosinophiles. The hemoglobin was 70 per 
cent, the red blood count 4,220,000. A smear 
showed moderate anisocytosis with some poly- 
chromatophilia. No platelets were found. The 
bleeding time was over an hour and four 
minutes. The clotting time was two and one- 
half minutes. The clot did not react within 
twenty-four hours. 

On admission her temperature was essential- 
ly normal. 


DISCUSSION 


Dr. DaFFINEE: <A diagnosis of purpura 
hemorrhagica was made, seemingly justified 
by reason of the clinical appearance and the 
following laboratory findings: (a) absence of 
blood platelets, (b) prolonged bleeding time 
of over an hour, (¢c) non-retraction of the blood 
clot. The child was quite miserable. Trans- 
fusion of 300 cubic centimeters of blood was 
done on November 11. As a result of the first 
transfusion she developed a large hematoma 
at the elbow. After the transfusion there was 
some improvement in the condition of the child 
and in the blood findings. A few platelets 
were seen and the bleeding time became thir- 
teen minutes. The next day, however, she was 
very much worse. Blood again began to 
ooze around the teeth and large, loose clots 
were seen in the open nasopharynx. She de- 
veloped a rhinopharyngitis and bronchitis. The 
temperature rose. The white blood count rose 
although the red blood count and the hemo- 
globin stayed about the same. 

It was agreed that the best thing to do was 
a splenectomy. Therefore on November 13 
this operation was performed, followed by a 
transfusion of 250 eubic centimeters. Follow- 
ing the operation the blood picture improved 
remarkably. The bleeding in her mouth stupped 
immediately, no hematoma developed, no fur- 
ther purpuric spots appeared and the blood be- 
came essentially normal. 

Her postoperative course was very stormy. 
The day after operation her temperature went 
up to 106° and the respiration become labored 
and rapid. Signs in the chest did not appear 
for several days. On November 16 dullness, 
rales and suppression of breath sounds were 
in evidence over both bases, especially the right. 
Bronchial breathing was evident a day or two 
later. 
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On admission x-rays of the chest showed some 
infiltration about the lung roots. On November 
17 the radiologist thought that there might be 
beginning bronchopneumonia at both bases with 
postoperative atelectasis. Since these were port- 
able films we did not have the benefit of 
fluoroscopy. 

Her temperature gradually came down, yet 
her chest findings were much as they were 
when she was very sick. She had marked dull- 
ness at both bases, bronchial breathing, sup- 
pressed breath sounds and many rales. She 
had some difficulty of respiration and fever 
until about the fourth or fifth of December. 
Since that time the temperature has been more 
or less normal. The dullness over the extreme 
bases and the loud bronchial breathing per- 
sisted until December 10. X-rays of the chest 
taken that day gave an appearance essentially 
the same as before operation. 

At the present time she still shows some 
bronchial breathing. The chest is full of 
rales on expiration and on coughing. She 
still has some cough, although it is much bet- 
ter. The purpura has cleared entirely. 

The point of interest here is the fact that 
the purpura disappeared so rapidly after the 
splenectomy, so that to all intents and purposes 
she is cured. 

As to the question of the finding in the 
lungs, we have the fact that she was a very 
sick girl, toxic, with a high fever and preced- 
ing bronchitis which predisposes towards pneu- 
monia. Following splenectomy, with consequent 
splinting of the chest, patients are very prone 
to develop atelectasis (collapse). If the signs 
had cleared up sooner we might have thought 
it to be simple pneumonia. At present we are 
rather inclined to believe that it was both 
bronchopneumonia and atelectasis. Either one 
of these would explain the signs satisfactorily. 

A PuysiciaN: Have the platelets increased 
recently? What is the platelet count now? 

Dr. DarriINnEE: The platelets are now nor- 
mal in size and essentially normal in distribu- 
tion, from 10 to 25 in every two or three oil 
immersion fields. 


FURTHER HISTORY 


Dr. Earte M. CHoapman*: A diagnosis of 
bilateral bronchop ia was made. The 
patient had a stormy course but recovered and 
was discharged December 20 to the Outpatient 
Department quite improved. A chest film taken 
December 8 was entirely clear. | 

History of interval. She reported on Jan- 
uary 22 feeling well. At that time the wound 
was healed and there was no more bleeding. 
She reported again on March 9. A smear then 
showed only rare platelets. The red count was 
5,400,000, the hemoglobin 70 per cent. She 


was apparently doing well. There was no bleed- 
ing. 


*Recently senior interne on the West Medical service. 


She continued to be fairly well except for 
painful, red, tender and swollen joints until a 
week before her reéntry, when bleeding again 
started around the gums. Her mother kept her 
quiet and comfortable at home. 


Second admission. She was readmitted on 
March 23. When she came in she had a low 
grade fever and was bleeding from the gums. 
There were multiple petechiae and ecchymoses. 
She was comfortable in bed, not complaining. 
The red cell count was 6,000,000. A smear 
showed practically no platelets. The bleeding 
time was one hour and ten minutes. There was 
no clot retraction. 

We kept her in bed and merely observed 
her. We did not transfuse her at that time 
because she was so comfortable and was not 
bleeding much. We had had a case three 
months before in much the same condition. 
That patient was quite comfortable the family 
said, but we decided to transfuse her. Follow- 
ing that she had a reaction, developed severe 
headache, vomited, and died of cerebral hem- 
orrhage. I do not know whether that justified 
our holding off in this case, but that was the 
reason for it. 

We thought this purpura was probably re- 
lated to a focus of infection, presumably from 
the teeth, which were in very bad condition. 
A dental consultant thought extraction should 
be postponed until she was in better condition. 
The platelets did not come up. In smears 
March 25 and 28 none were seen. 

She had been in the ward six days doing 
very well, when suddenly at the morning 
rounds on March 29 she complained of feeling 
vaguely unwell. About one o’clock she com- 
plained of diffuse frontal headache. Soon 
after this she vomited. At half past one she 
vomited free blood. An emergency transfusion 
of 400 cubic centimeters of blood was done at 
half past four o’clock. At that time however 
she was in shock, cyanotic and breathing in 
the Cheyne-Stokes manner. There were no 
localizing signs on a hasty neurological ex- 
amination. From that time her course was 
downhill. She remained in coma and later that 
afternoon died. 


FurtTHER DIscussION 


Dr. Beto Vincent: As a rule the result of 
splenectomy in this disease, primary thrombo- 
penic purpura hemorrhagica, is very satisfac- 
tory, but it is a fact that while the patients 
are often rendered symptom free in the sense 
that they are able to carry on ordinary life, 
able to work, they are not always absolutely 
cured of the tendeney to bleed. Usually this 
recurrence of a bleeding tendency manifests it- 
self in bleeding that is not of great importance. 
in the appearance of purpuric spots on the 
skin and slight nosebleed. It often seems to 
be associated with the advent of some infec- 
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tion. Occasionally the bleeding takes a form,|system, we lessen but do not eliminate this 


as in this case, where it is not the extent but 
the site of the hemorrhage that gives it serious- 
ness. We have had experiences similar to this 
two or three times after operation. Just as 
we are uncertain what is the etiology of this 
disease, we are equally uncertain why certain 
cases bleed after splenectomy and others do 
not. 

Dr. James C. Wuite: Didn’t she have a 
great many lymph nodes in the hilus of the 
spleen? Did they have anything to do with the 
bleeding ? 

Dr. VINCENT: Possibly these hemolymph 
glands do have something to do with the 
bleeding, since they contain reticulo-endothelial 
tissue. When we remove the spleen we remove 
only a part of the reticulo-endothelial system. 
There remain in the bone marrow, lymph 
glands and liver reticulo-endothelial cells sim- 
ilar in function to those in the spleen, and these 
take on compensatory activity after splenec- 
tomy. 

Dr. Cuester M. Jones: Hasn’t there been 
a difference between some of the actual histo- 
logical findings in the spleens of patients who 
have not done well and in those of patients 
who have done well? 

Dr. Tracy B. 
of it. 


CLINICAL DIAGNOSES, FIRST ADMISSION 


I do not feel sure 


Purpura hemorrhagica. 
Postoperative bilateral pneumonia. 


CLINICAL DIAGNOSIS, SECOND ADMISSION 


Purpura hemorrhagica ( ‘primary thrombocy- 
topenic) with gastric and cerebral (?) 
hemorrhage. 


ANATOMIC DIAGNOSIS 


Hyperplasia of the lymphatic tissue, includ- 
ing the thymus. 
PaTHOLOGIc Discussion 


Dr. Mauuory: In this case the autopsy 
showed a quite surprising degree of lymphatic 
hyperplasia everywhere. The thymus was some- 
what large, very active looking and showed 
very few fat cells. At twelve she still had a 
right to have a certain amount of thymic 
tissue, but fatty metamorphosis should al- 
ready be evident. The lymph nodes were very 
large and extremely hyperplastic. It is my 
impression that the entire lymphatic tissue 
seemed distinctly hyperplastic and abnormal, 
but I cannot make much more out of it than 
that. 

Dr. VincENT: This finding may explain the 
recurrent bleeding in this case. If we assume 
that the disease is due to excessive action of 
the reticulo-endothelial system and that by 
splenectomy, which removes only a part of that 


action, it is possible that infection or any one 


-factor that causes hypertrophy of the reticulo- . 


endothelial tissue remaining in the body might 
result in the recurrence of manifestations of 
the disease. 

Dr. Francis T. Hunter: If that is true it 
might be logical if a ease had recurrence of 
bleeding after splenectomy to try x-ray radia- 
tion all over the body and see if that made 
any change. 

Dr. Mauuory: Is there any clinical differ- 
ence in purpura in children and in adults, Dr. 
Higgins ? 

Dr. Hicetns: I do not think there is. I 
think the usual cause of death in purpura in 
children is cerebral hemorrhage. When the 
spleen was taken out in this case there was the 
most remarkable clearing up of symptoms I 
have seen. When she went to the operating 
table the child looked as if she were in bad 
shape. Almost immediately she began to pick 
up in spite of the trouble with pneumonia or 
collapse associated with the operation. When 
she came back to the hospital the second time 
the duration of the bleeding was only one day. 
There was no particular cause for it that we 
could find. In the interim, which was three 
months, she had been remarkably well. Ap- 
parently there was some sudden cause that 
started the bleeding the second time rather 
than a cumulative cause. 

Dr. Mauttory: I have the sections here. 
The lung is interesting in that there are well- 
formed lymph nodules well out into the periph- 
ery of the lung. They are part of the unusual 
lymphoid hyperplasia. 

This is the bone marrow, a rather active 
looking one. These foci of small black nuclei 
are hematopoietic centers. There are plenty 
of scattered megakaryocytes all through it. 
There is one area which I think is again a 
lymph nodule like the ones in the lung. They 
do not look like normal marrow eells at all. 

Dr. Hunter: Did you examine her head? 

Dr. Mauutory: Yes. We found hemorrhage 
in the right lobe of the cerebellum, unquestion- 
ably the cause of death. There were a few scat- 
tered hemorrhages throughout most of the other 
organs of the body, not of any clinical sig- 
nificance. 

Dr. Hunter: Some of the purpura cases 
stop bleeding on the table immediately after 
splenectomy. One I remember showed no plate- 
lets ten days after operation. In other words 
the presence of platelets does not really explain 
the mechanism of bleeding. 

Dr. CHAPMAN: When we had that pre- 
vious aecident in the ward following transfu- 
sion Dr. Cass and I were interested to find out 
how frequently that happened. We looked up 
some fifty-seven proved cases of thrombopenic 
purpura in the hospital records and found that 
thirty-three had been transfused and of those 
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there were eight that had reactions. In two of| transfusions produced urticaria. They found 


these cases and this third that happened in the 
ward it could really be said that the reaction 
from the transfusion was the immediate cause 
of death. They went downhill rapidly, showing 
signs of intracranial hemorrhage. Probably 
then transfusion, unless followed by splenec- 
tomy, should be held responsible for death in 
about 10 per cent of these cases. 

Dr. Hunter: It has been shown that trans- 
fusions ought to be from fasting donors. 

Dr. CHapMAaN: We ought to be very care- 
ful in our selection of donors. In the earlier 
fatal case I spoke of all three were group 4 
donors. 

Dr. Hunter: In California they transfused 
one woman ten times. The first four or five 


that on using fasting donors there was no 
trouble. She had a peculiar protein sensitiza- 
tion. It is well known that protein passes 
through the intestinal tract, and there may be 
enough foreign protein in the donor’s blood 
to give anaphylactic phenomena. This should 
be kept in mind, particularly when we are 
transfusing people who have a sensitivity to 
food stuffs. 

Dr. Hiearns: Is there anything unusual 
in this picture that was not in the others? 

Dr. Matuory: I think the degree of lympho- 
eytic hyperplasia is greater than I have 
seen before. Most of the cases have shown 
some, but I do not remember seeing as much 
as this before. 
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ALCOHOLISM 


THE problem of alcoholism may be attacked 
in three general ways: ethically, physiologically 
or psychologically. There is much to be said in 
regard to all of these modes of approach. The 
first two have been tried extensively in the past, 
but neither has been eminently successful. At 
least so far as prohibition is concerned, the Vol- 
stead Act has not tended to decrease the num- 
ber of individuals who are unable to regulate 
properly their consumption of liquor. Many 
physicians, also, have attempted to instruct pa- 
tients on a physiological level, pointing out the 
destructive effects of alcohol on the body tissues 
and the ultimate consequences of persistently 
subjecting their persons to large and continu- 
ous doses, without success. 

A more rational means of approach is by the 
way of individual psychology rather than by 
physiology or ethics. The problem is largely one 
which must be attacked by two individuals: the 
alcoholic and his physician, or responsible friend. 
Success has often come to those persons who 
have been able actually to bring their minds 


to a state where they do not want to drink, by 
the aid of a second individual, usually a physi- 
cian who is trained along psychological lines. 
This point of view is made clear in a recently 
issued book by a layman*. 

Peabody points out some important things 
that are often overlooked in the treatment of the 
alcoholic. In the first place, a person only be- 
comes an alcoholic, in the strict sense of the 
word, when he takes alcohol medicinally rather 
than socially. The alcoholic feels the need for 
a drink, rather than just wants to take it. He 
is usually an individual who refuses to finish 


an alcoholic party with an ordinary night of 


sleep, but must continue the next day, for a 
more or less protracted period. Given such an 
individual, the treatment consists, first, of es- 
tablishing in the patient a state of mind in 
which he is willing to make a complete ‘‘sur- 
render’’, Without this complete ‘‘surrender’’ 
no case was ever successfully treated for more 
than a short period of time. Many persons, of 
course, have stopped drinking for a few days 
or weeks, only to begin again. In addition to 
the patient’s decision that he no longer wants 
to drink, there must be a complete renunciation 
of the use of alcohol as a beverage, in any quan- 
tity, however small, for all time. The patient, 
in other words, must assume that he is giving up 
aleohol forever. Most of the attempts to cure 
patients of this type which have been unsuc- 
cessful in the past are due to the fact that there 
has never been a complete ‘‘surrender’’, nor has 
the patient been willing to renunciate his desire 
for alcohol entirely. As Peabody writes, ‘‘Suf- 
fice it to say, once a drunkard always a drunkard 
—or a teetotaler! A fairly exhaustive inquiry 
has elicited no exceptions to this rule.’’ In 
other words, half-way measures are of no avail. 

With this point of view well established, cure 
may be expected. The treatment is a long, ardu- 
ous one. There must be close contact between 
the patient and his physician. Often a lay 
worker, as in Mr. Peabody’s case, has even @ 
better chance to cure a patient. The situation, 
therefore, is one of breaking a habit rather than 
a strictly medical problem. It would seem, then, 
that the cure of the alcoholic lies more in the 
field of abnormal psychology than it does in the 
realm of ethics or physiology. 


*Peabody, Richard R. The Common Sense of Drinking. 
Boston: Little, Brown & Co., 1931. 16+191 pages. Price, $2.00. 


GROUP PRACTICE 


THE application of group practice to medicine 
has become one of the problems of a changing 
social and economic order and of a profession 
which is in-itself changing vastly from decade 
to decade. ott the limits of conservative 


New England these alliances of physicians for 
a common end have not been conspicuous for 
their number; in other parts of the country 
they are numerous and apparently successful. 


| 
i 
H 


Volume 265 - 
Number 1 


EDITORIAL DEPARTMENT 


47 


The chief objections to these groups have been 
that they are frequently costly to the patients, 
even if lucrative to the physicians, and that in 
them is lost that close personal touch between 
physician and patient which is so necessary to 
the success of their relationship. 

In this issue of the Journal Dr. Montague L. 
Boyd of Atlanta, Georgia, presents some inter- 
esting and carefully considered views as to how 
group practice could be established on a satis- 
factory basis for both parties concerned. He 
admits that in the past his difficulty has been 
that he has had in mind the welfare of the physi- 
cian rather than that of the patient; in his av- 
ticle he emphasizes the fact that the first con- 
sideration of the medical profession should be, 
under any circumstances, service to its patients. 
On this basis, his plan for a group is one which 
allows each physician to retain his individuality 
and his private practice, separate from his group 
practice; which allows considerable latitude in 
the selection of consultants, inside or outside 
of the group, and which entails careful adjust- 
ment and allocation of fees. 

We must not forget, while groaning under our 
own growing pains, that the costs of medical 
care furnish one of our major problems of to- 
day. Dr. Boyd has not forgotten these costs. 


TESTIMONIAL DINNER TO DR. STETSON 


On June 24, 1931 at the Weldon Hotel, Green- 
field, Mass., a Testimonial Dinner to Dr. Hal- 
bert G. Stetson, the newly elected President of 
the Massachusetts Medical Society, was given 
under the auspices of the Franklin District 
Medical Society. 

The dining room was completely filled, al- 
though it was the largest hall procurable. One 
of the speakers remarked that if all of Dr. Stet- 
son’s friends attended, it would have been neces- 
sary to hire the ball park to accommodate them. 

Dr. Howard M. Kemp, President of the 
Franklin District Medical Society, was toast- 
master and Dr. Charles Moline, Secretary, read 
numerous telegrams of a congratulatory nature. 

The nurses of the Hampden County Hospital 
presented Mrs. Stetson with floral tributes and 
the staff of that hospital presented Dr. Stetson 
with a clock. Dr. John E. Moran made the 
presentation speeches. 

Dr. Robert B. Greenough, retiring President 
of the Society, presented Dr. Stetson with a 
gavel fashioned from a piece of the famous 
Washington Elm of Cambridge, Mass. 

Other speakers were Dr. A. E. Johnson, Jr., 
Vice President of the Franklin District Medical 
Society; Dr. W. A. Hayes, Chairman of the 
Greenfield Board of Health; Mr. Robert P. 


Dolan of the Greenfield Chamber of Commerce: 
Rev. A. P. Pratt of the Second Congregational 
Chureh; Dr. John M. Birnie, former President 
of the Massachusetts Medical Society, and Dr. 
Thomas J. O’Brien, former Vice President. 


In a few well-chosen words Dr. Stetson ex- 
pressed his appreciation to his neighbors, busi- 
ness and professional associates, and to the mem- 
bers of the Society for the honor paid to Green- 
field, to Franklin County and to him. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors: 


Boyp, Montaacve L. Ph.B., M.D. Johns Hop- 
kins University 1907. Head of Department of 
Urology, School of Medicine, Emory University, 
Atlanta, Georgia. His subject is: ‘‘Organized 
or Group Medicine.’’ Page 16. Address: 563 
Capitol Avenue, S. W., Atlanta, Georgia. 


CHArLES M. M.D. Harvard Uni- 
versity Medical School 1887. Professor of 
Urology, Tufts College Medical School. His 
subject is: ‘‘ Alcohol as a Cause of a Purulent 
Urethral Discharge Clinically Resembling Gon- 
orrhea.’’ Page 20. Address: 386 Common- 
wealth Avenue, Boston. 


Rucker, M. Pierce. A.M., M.D. Johns Hop- 
kins University School of Medicine 1903. Ob- 
stetrician to Johnston-Willis Hospital. Visiting 
Obstetrician, Sheltering Arms Hospital. Ob- 
stetrician to Spring Street Home. Visiting Ob- 
stetrician, Retreat for the Sick. His subject is: 
‘‘Puerperal Inversion of the Uterus: Report 
of a Case that Developed under Observation.’’ 
Page 22. Address: Medical Arts Bldg., Rich- 
mond, Virginia. 


Husparp, Osmon H. C.M., M.D. McGill Uni- 
versity Medical School 1888. Pathologist to El- 
liott Community Hospital, Keene, New Hamp- 
shire. His subject is: ‘‘President’s Address.’’ 
Page 31. Address: Keene, New Hampshire. 


Auten, ArtHur W. A.B., M.D. Johns Hop- 
kins University School of Medicine 1913. 
F.A.C.S. Associate Surgeon, Massachusetts 
General Hospital. Instructor in Surgery, Har- 
vard Medical School. His subject is: ‘*Tnternal 
Injuries Without Penetrating Wounds.’’ Page 
34. Address: 264 Beacon Street, Boston. 


MISCELLANY 


TESTIMONIAL TO DR. EDWARD O. OTIS 


The headquarters of the Boston Tuberculosis As- 
sociation were the scene on Monday, June 8, of a Tes- 
timonial Meeting of tuberculosis workers to honor 
Dr. Edward O. Otis, Honorary President of the 
Massachusetts Tuberculosis League. 

Dr. Otis, who was recently honored by the New 
Hampshire Medical Society for his fifty years as a 
practising physician, was given a tribute by tubercu- 
losis workers from all parts of Massachusetts. 


| | 
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Dr. Frederick T. Lord, President of the State 
League, presided. In opening the meeting Dr. Lord 
said, “It is a great pleasure for me to take part 
on this occasion. Medical education has for its pur- 
pose two principal objects the care of the patient 
and prevention of disease. There have grown up in 
this country organizations which have to do with 
preventive measures. Such organizations as the 
National Tuberculosis Association, the Boards of 
Health and Rockefeller Foundation are handling this 
problem of prevention to a very large extent. How- 
ever in rare instances individuals have busied them- 
selves with this matter of prevention and no one has 
done so much in these matters as our honored guest, 
Dr. Edward O. Otis, who through a long period of 
years has stressed, with the spirit of the pioneer, 
preventive measures. He has stressed very sound 
doctrines with respect to preventive measures and 
has ofttimes anticipated very important improve- 
‘ments. Dr. Otis was an early advocate of rest 
in the treatment of tuberculosis, of sanatorium 
treatment, of dispensary treatment, of artificial pneu- 
mothorax and of heliotherapy. I was very much im- 
pressed with his anticipation, in 1915, of our present 
conception of the treatment of childhood tubercu- 
losis. He advocated the removal of the child from 
infected surroundings, the use of the outdoor classes, 
the investigation of the family, the use of preven- 
toria. Perhaps the culmination of his activities in 
the present field is his prize essay on the prevention 
of disease. 

“We honor Dr. Otis for his progressive spirit, clear 
vision, sound judgment and important contributions 
in prevention and control of tuberculosis.” 

Dr. John B. Hawes, 2nd, President of the Boston 
Tuberculosis Association, paid a touching tribute to 
Dr. Otis for his many years of service not only as a 
physician but also as a member of the Boston Tuber- 
culosis Association’s directorate and as a leader in 
humanitarian enterprises. Dr. Hawes said in part, 
“It is extraordinarily difficult for me to speak as I 
should concerning a subject about which I feel very 
deeply. We are banded here together to pay respect 
and due honor and show affection to Dr. Edward O. 
Otis. 

“Twenty-five years ago Dr. Otis was a leader and a 
pioneer in the tuberculosis field. Today, he is still 
an active leader and pioneer—a splendid record of 
work well done in a field fraught with difficulties. 

“I do not believe Dr. Otis’ reward has been one 
of riches of this realm but rather, perhaps, a deep 
sense of satisfaction when he looks on the results 
of his long labors in the tuberculosis field. I can 
testify of his faithfulness and of his shrewd, sensi- 
ble, yet withal human, advice and assistance during 
the decade I have been President of the Boston Tu- 
berculosis Association. _ 

“Has his life been a success? The criteria by 
which I measure the success of a man are these: Has 
he friends? Has he high standards and ideals to 
which he has adhered? Has the world been a better 
place because he has passed through? 

“Let us see how Dr. Otis measures up to these 


standards. We can testify that he has friends—we 
are aware that those of us gathered here today rep- * 
resent only an iota of the countless friends Dr. Otis — 


has all over the world. Has he high ideals to which 


he has adhered? Only those of us who have worked 
shoulder to shoulder with Dr. Otis know just how 
high his ideals have been and how he has never 
lost sight of them. His countless patients all over 
this country will rise and call his name blessed and 
bear witness that the world has been a better place 
for having known Dr. Otis. 


“We can say from the bottom of our hearts what 
I know the Lord will say when, many years hence 
I hope, he calls Dr. Otis—‘Well Done Thou Good 
and Faithful Servant’.” 

Mrs. Mabel Greeley Smith, Executive Secretary of 
the Cambridge Tuberculosis Association, spoke for 
the Executive Secretaries of the twenty-eight Affilia- 
ted Organizations of the League. Mrs. Smith spoke 
in part as follows: “Back in 1908 Cambridge had a 
tuberculosis exhibit which was attended by thou- 
sands of persons, among whom were the school 
children. Later, on being questioned about tubercu- 
losis, one boy wrote ‘Tuberculosis was started in 
1886 by Dr. Trudeau and since that time has become 
very popular.’ We cannot accuse Dr. Otis of start- 
ing tuberculosis in Massachusetts but we can charge 
him with being a pioneer in the movement for tu- 
berculosis prevention in this State. 


“In 1902 Dr. Otis came to Cambridge to outline a 
policy for the newly organized Cambridge Tubercu- 
losis Association. Dr. Otis then outlined a program 
which has stood the test of time. What he did for 
Cambridge he has done countless times through- 
out the State. 


“It is a great privilege for me to try to express 
the esteem and affection which we all have for Dr. 
Otis and appreciation for his kind help and encour- 
agement of which he has given generously. We owe 
Dr. Otis a debt which we can repay best by living up 
to his high standards. 


“Dr. Otis—the Tuberculosis Secretaries of this 
State salute you and we promise to carry on and do 
our best to be worthy of the example you have set 
for us.” 

Dr. Charles F. Wilinsky, Deputy Commissioner of 
Public Health of the City of Boston, brought the 
greetings and tribute of the Health Department of - 
the City to Dr. Otis. v 

Dr. George H. Bigelow, State Commissioner of 
Public Health, expressed the appreciation of the 
Commonwealth for the great service rendered by 
Dr. Otis to public health authorities over his long 
career in the tuberculosis field. He said in part: 
“I am very much pleased at the opportunity of ex- 
pressing to Dr Otis the appreciation of all of us of 
the State Department of Public Health for the assist- 
ance and guidance that he has always given us. Dr. 
Otis has not only advised with us on policies but 
also on individual problems. 

“In the field of public health there is danger of 
pessimism. If things are to go on we must have the 
notable heritages kept bright and carried on. The 
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Massachusetts Medical Society is celebrating its 150th 
anniversary. This is a time at which it is appropri- 
ate to hark back to the achievements of the past. 
Such looking back is pleasurable and inspirational 
but useful only to the extent that it gives us the 
stimulation to go on to higher achievements. 

“In doing honor to Dr. Otis we do honor to one 
who has not only added luster to but also holds high 
the torch of progress in the field of tuberculosis.” 

Mr. John Ritchie, President of the Malden Anti- 
Tuberculosis Society, in behalf of Dr. Otis’ co-workers 
presented a testimonial signed by physicians, nurses, 
and other health workers from all parts of the Com- 
monwealth. He also presented Dr. Otis with a purse 
of gold. 

Telegrams of congratulation were received from 
Dr. Kendall Emerson, Managing Director of the Na- 
tional Tuberculosis Association, Governor John 
Winant of New Hampshire, President of the New 
Hampshire Tuberculosis Association; Dr. Robert B. 
Kerr, Executive Secretary, New Hampshire Tubercu- 
losis Association; Harold W. Slocum on behalf of the 
Vermont Tuberculosis Association; Mabel Baird, 
President of the New England Tuberculosis Associa- 
tion and Field Secretary of the Connecticut State 
Tuberculosis Commission; Willis Chandler on behalf 
of the Rhode Island Tuberculosis Association; Mrs. 
Alice McGouldrick on behalf of the Maine Public 
Health Association; and Mrs. Anna Johnson Harris, 
formerly Educational Secretary of the League. 


A BROADCASTING MESSAGE PREPARED AND 
SPONSORED BY THE COMMITTEE ON PUBLIC 
EDUCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 


THE Eyes or ScHooL CHILDREN* 


Every child soon after it enters school receives 
an eyetest. This is usually done by the teacher or 
the school nurse. If the child is unable to read a 
standard sized letter or design at a distance of 
twenty feet, it is rated as having defective vision. 
This usually means that the child has defective 
eyes. 

When you receive a notice from the school de- 
partment that your child has defective eyes, you 
should give this immediate attention. Just as you 
consult your family doctor about diseased tonsils or 
any other bodily defect you should also consult him 
and let him advise you about your child’s eyes. 

Many questions are asked today such as the fol- 
lowing :— 

“Doctor, are not more people wearing glasses than 
formerly?” 

“Yes,” and that is explained because people have 
learned to know what better eyesight means. 

“Are not many people wearing glasses who do not 
need them?” 

“There probably are a few. Those who wear glass- 
es and need them soon appreciate the benefit, while 


*WBZA radio broadcast June 10, 1931 at 5:20 P. M. 


those wearing them without any benefit will sooner 
or later discard them.” 

“Do you not think that people’s eyes are worse 
than they used to be?” 

“No. People are learning to care for their eyes.” 

“Can defective eyesight be cured by exercise?” 

“No. Exercising the eyes has nothing to do with 
correcting defective eyesight.” 

Defective eyesight is due with very few exceptions 
to a deformity of the eyeball present from birth. 
This is not a visible deformity. 

The eye is similar to a Kodak. If the Kodak has 
a perfect lens and is in focus, you get a clear pic- 
ture. If it is out of focus, you get a blurred picture. 
This is also true of the eye. Glasses aid the eye 
in getting a clear focus. 

In examining the, eyes of children, one of the dif- 
ficulties is lack of coédperation. The examiner must 
have cooperation and relaxation in testing eyes for 
glasses. In the majority of children this is not 
obtainable: therefore, a reliable test cannot be 
made. For this reason, in order to make an accu- 
rate test, drops must be used to relax the muscle 
in the eye that controls the focus. The only in- 
convenience of drops is that the child’s vision is 
blurred from twenty-four to thirty-six hours, when 
belladonna is used, and about one week when atropin 
is used. I have never seen any injurious effects from 
the use of drops. 

My personal opinion is that the examination of a 
child for glasses is one of the most important and 
difficult eye examinations. It requires a combina- 
tion of skill, good judgment, and experience. I some- 
times wonder if this is always obtained in our large 
and busy clinics. 

At one time it was believed that children with 
crossed eyes could not have anything done to cor- 
rect this until they grew up, or were, at least, fifteen 
years of age. We know today that the most favor- 
able time for correction of this defect is when it 
begins. This condition can best be relieved or cor- 
rected at the start. Many times it can be correct- 
ed by proper glasses. 

Here are a few of the diseases which frequently 
occur in the eyes of the sshool child. 

A stye is nothing more than a small boil of 
the eyelid. The eyelid has numerous small glands 
at the root of each eyelash, and it is when one of 
these glands becomes infected that a stye is formed. 
They very commonly occur in children recovering 
from measles or scarlet fever. 

A child that has recurring sties should be ex- 
amined to see if it is in need of glasses, for often 
eyestrain causes recurring sties. Many times no 
cause can be found. 

The lid borders very often are red with scales. 
and sores, a condition commonly referred to as. 
granular eyelids. In some cases the eyelashes come 
out. Local treatment benefits some of these cases. 
Glasses, when needed, sometimes relieve the con- 
dition, but there are many cases where no definite 
cause can be found. 


_ 
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The lining membrane of the lids and of the eye- 
ball is called the conjunctiva. An inflammation of 
this, we call conjunctivitis—commonly called “pink 
eye”. 
in this condition, the eyelids may be slightly red 

and swollen, the eye a beefy red with an abundance 

of pussy discharge. The lids in the morning are 
stuck together and often cannot be opened until 
moistened with some solution. This is usually con- 
tagious and children afflicted with this trouble are 
not permitted to go to school. The infection lasts 
from one to two weeks, and no harmful results oc- 
cur to the eye. Conjunctivitis or red eyes are some- 

times the early symptoms of measles. There is a 

form of red eye known as Swimming Pool Con- 

junctivitis. Schools that have pools should bear this 
in mind. 

Another common disease seen in school children, 
‘most often in the poorer classes, is a sore of the eye- 
ball. These sores heal but occur again and again. 
The sores, when they heal, leave white spots, which 
are scars, and if these white spots, or scars, cover 
the pupil, the light can no longer pass into the eye, 
and the child has poor sight, or may lose its sight 
altogether. This is called phlyctenular disease of 
the eyes, and is caused by. a tuberculous infection 
which the child contracts through drinking milk 
that is not pasteurized, or by living in close contact 
with someone who has active tuberculosis. These 
children, in addition to sores of the eyes, usually 
have enlarged glands of the neck and should be put 
under the supervision of a social service worker. A 
child suffering from this disease seems to close its 
‘eyes and shuns the light. This must not be taken to 
mean that light is harmful, but on the contrary, 
these children should have all the sunlight they can 
obtain. It is well to remember that the eye is a 
part of the human body, and what is good for the 
body as a whole is good for the eyes. 

There is an inflammation of the eyes which is 
frequently seen between the ages of six and six- 
-teen, due to inherited syphilis. This is called inter- 
stitial keratitis which means an inflammation of the 
deeper layers of the transparent front of the eye- 
ball called the cornea, or sometimes called the win- 
‘dow of the eye. This disease lasts from eight to 
nine months and during this time the child is 
usually unable to attend school. These children 
often show other manifestations of inherited syphi- 
lis such as deafness and deformed teeth. They 
should be under the supervision of a social service 
worker. The sight of these children is usually per- 
manently impaired. 


SUMMARY 

1. When notice of defective eyes is received from 
the school department, consult the family physi- 
cian for advice. 

2. Defective vision is a most serious defect in 
school children. 

3. A yearly test in schools for all children is most 
ideal. 

4. Children wearing near-sighted glasses should 


be examined every year, and those wearing far-sight- 
ed glasse;, every two years. 

5. The importance of children with crossed eyes: 
receiving early attention is to be recognized. 


MEDICAL CENTRES 


Last month Cleveland’s Medical Centre was dedi- 
cated, and coincidentally Philadelphia and Chicago 
began discussing medical centres. Philadelphia’s 
would centre around the University of Pennsylvania’s 
medical school; Chicago’s around the Cook County 
Hospital, according to Time. Time outlines’ the 
practice of medicine as follows: 

1) The private practitioner, who usually has some 
hospital connections. 

2) The private clinic established by a shrewd doc- 
tor or group of doctors with a following. 

3) The general hospital, private or governmental. 

4) The special hospital, private or governmental, 
specializing in mental diseases, tuberculosis, cancer, 
orthopedics or some comparative feature of medi- 
cine. 

5) The teaching hospital, which is a general or a 
special hospital, or both, in the same or separate 
buildings. The teaching hospital is always connected 
with a medical school. 

6) The medical centre, which includes a medical 
school, several related hospitals and, peculiarly, re- 
search institutes. Best examples (though none is 
yet complete): the Johns Hopkins group at Balti- 
more, the Harvard group at Boston, Columbia-Presby- 
terian Medical Centre (Manhattan). 


NATIONAL SOCIETY FOR THE PREVENTION 
OF BLINDNESS 


Three new appointments to the Board of Directors 
of the National Society for the Prevention of Blind- 
ness are announced by Lewis H. Carris, Managing 
Director of the Society. The new members of the 
Board are: Dr. John M. Wheeler, Professor of Oph- 
thalmology in the Medical School of Columbia Uni- 
versity; Miss Mary Antoinette Cannon, of the New 
York School of Social Work; and Dr. A. B. Meredith, 
Professor of Education at New York University. Dr. 
Meredith served until recently on the Advisory Com- 
mittee of the Society, and he is a member of the 
Board of Editors of the Sight-Saving Review. 


FIREWORKS A MENACE TO EYESIGHT » 


The National Society for the Prevention of Blind- 
ness has issued its annual warning to parents re- 
garding the serious risk to children’s eyesight from 
careless use of fireworks in Fourth of July celebra- 
tions. 

“Contrary to popular impression, the observance 
of Independence Day is not becoming safe and sane,” 
said Lewis H. Carris, Managing Director of the So- 
ciety. “Among the thousands of fireworks accidents 
that occur in the United States at this season every 


year, there are always several hundred painful eye 
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injuries—chiefly among children—many of which 
lead to blindness or impairment of vision. 

“A survey conducted by the National Society for 
the Prevention of Blindness in coéperation with 
other safety organizations a few years ago, indi- 
cated that at least 50 persons lose completely the 
sight of one or both eyes and about 500 more suffer 
minor eye injuries during this foolish fireworks 
spree. 

“A few communities impose restrictions on the 

sale and use of fireworks, and some cities have 
adopted the splendid idea of community celebrations 
involving the shooting of fireworks under expert 
supervision. So far as the country at large is con- 
cerned, however, our experiences in other years 
show that the Fourth of July is more deadly than 
glorious. 
_ “Fireworks are sold to youngsters long before and 
long after July 4; how much more sensible it would 
be to prohibit strictly the public sale of fireworks 
before the first of July and after the fourth, and 
to forbid entirely the sale of dangerous fireworks 
to children. The public safety requires more drastic 
regulation.” 


PREVENTION OF BLINDNESS 


Persistent use of preventive measures will eventu- 
ally eradicate some of the major causes of blind- 
ness, declared Lewis H. Carris, of New York City, 
Managing Director of the National Society for the 
Prevention of Blindness, in an address here today. 
Speaking before the Public Health Institute of the 
University of Michigan, Mr. Carris said: 

“In the effort to reduce blindness, much work 
of necessity must be concentrated on the causes 
which produce the largest amount of blindness and 
which show some likelihood of yielding to concert- 
ed action. Among the major causes of blindness 
are: Ophthalmia neonatorum (babies’ sore eyes), 
venereal disease, trachoma, glaucoma, cataract, and 
accidents. In addition to these, there are many other 
causes of relatively minor importance, if measured 
by the aggregate number of cases involved. Much 
of the blindness due to them can be prevented 
through prompt and continued treatment by an 
oculist. 

“It is generally agreed that much of the blindness 
from the major causes is preventable; the esti- 
mates run from 50 to 75 per cent. Ophthalmia neo- 
natorum, for instance, was formerly responsible for 
more than 30 per cent. of the blindness among chil- 
dren entering schools for the blind in the United 
States; in 1930 it was responsible for but 9.5 per 
cent. Trachoma is another cause of blindness which 
might be entirely eliminated; and the organized ef- 
forts to combat venereal disease, if successful, would 
still further reduce the number of those who are 
unnecessarily deprived of sight. ; 

“The United States Public Health Service, in co- 
éperation with the states, is active in establishing 
relief measures for trachoma, and maintains a quar- 
antine service to exclude immigrants afflicted with 


this disease. It has also engaged in epidemiologic 
studies and laboratory research to determine the 
cause of trachoma, has gathered data regarding 
legal provisions for lessening ophthalmia neona- 
torum, and has published reports concerning ve- 
nereal disease as a cause of blindness. It has like- 
wise conducted several studies to determine the 
conditions of eyesight among school children. 

“State boards of health, in connection with their 
activities for the control of communicable diseases, 
are helping to reduce trachoma and venereal dis- 
ease. Most states have now enacted legislation 
which makes mandatory the disinfection of all 
babies’ eyes at birth, thus lessening the likelihood 
of ophthalmia neonatorum. In addition, the elim- 
ination of such diseases as diphtheria, measles, 
smallpox, and so forth, prevents some blindness. 

“Municipal boards of health coéperate with pub- 
lic school systems in providing medical inspection, 
which usually includes the examination of the eyes 
of school children. This has led to much preventive 
work. Public schools are concerning themselves 
with proper illumination, legibility of textbooks, and 
the removing of defective vision through doctors’ 
care and provision of glasses at cost or free. In- 
asmuch as defective vision is often the result of 
other physical conditions, any general school health 
activities have as a by-product valuable results in 
the conservation of eyesight. 

“Public schools also maintain sight-saving classes 
for pupils whose defective vision makes it difficult 
or impossible for them to carry on the usual work 
of the school. The first sight-saving class in Amer- 
ica was established in 1913. At the present time 
there are 375 classes in 23 states and 105 cities. It 
is estimated that approximately one child in every 
five hundred should have the benefits of a sight- 
saving class. Both health and educational authori- 
ties participate in the establishment and mainte- 
nance of such classes. State boards of education and 
the federal office of education are interested in and 
help to promote these developments in the schools. 

“Another group of public agencies deeply inter- 
ested in the prevention of blindness are those which 
deal with industry. The United States Department 
of Labor, in collecting statistics on various kinds of 
accidents, includes figures on blindness or impaired 
vision resulting from accident. It also studies in- 
dustrial diseases which may result in blindness or 
impaired vision, and preventive measures to avoid 
them. 

“State labor departments which administer state 
compensation acts are charged with the provision 
of medical and surgical measures to restore sight. 
Usually, also, they are responsible for factory in- 
spection, and often for formulating regulations to 
safeguard conditions of employment. To reduce ac- 
cident hazards, they require installation of protec- 
tive devices, use of goggles, and so forth, with a 
consequent reduction of catastrophes to the eyes. 

“The National Society for the Prevention of 
Blindness, organized in 1915, conducts surveys, ad- 
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vocates preventive legislation, carries on education- 
al publicity, and codperates with other agencies 
which have a responsibility for conserving sight. 
It is also a source of information about the socio- 
logical, economic, and health aspects of blindness 
and its prevention.” 


— 


CORRESPONDENCE 


NOTICE FROM THE STATE DEPARTMENT OF 
PUBLIC HEALTH 
June 19, 1931. 
Editor, New England Journal of Medicine. 
Dear Sir: 

As a result of the admirable suggestion of Dr. 
Rubin of the Boston School Department we are send- 
ing out the enclosed material to physicians, boards 
of health, and superintendents of schools in the 
State. Perhaps you might care to call attention to 
it in the Journal. 

Yours truly, 
GeEorGE H. BIGELow, M.D., 
Commissioner of Public Health. 


The text of the card mentioned in Dr. Bigelow’s 
letter follows: 

COMMONWEALTH OF MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH 
Preventive Medicine from Your Family Physician 

Child Health and Protection can be greatly in- 
creased if ail parents will see that every child who 
is to enter school in September has 

(1) Thorough examination by a doctor 
and dentist; 
Prompt correction of any remediable 
defects found; 
Vaccination against smallpox, toxin 
antitoxin inoculation against diph- 
theria before entering school. 

GrorGE H. BIGELow, M.D., 

Commissioner of Public Health. 


(2) 


(3) 


I am glad to codperate with the health authorities 
in calling these matters to your attention. 
| M.D. 
Send YOUR Child to School Physically Fit! 
150m—6-’31. No. 2519. 


ENDORSEMENTS OF ADVERTISEMENTS 
BY PHYSICIANS 


June 16, 1931. 
Editor, New England Journal of Medicine: 

I have before me a clipping from your Journal of 
March 26, 1931, carrying the editorial entitled “What 
Is the Value of an Endorsement by Doctors?”’— 
which clipping came to my attention while I was 
actively engaged in an investigation of cigarette 
advertisements that were based upon alleged ac- 
tions of members of our profession. Possibly you 


February Journal of the New Jersey State Society. 
That caused controversy with the American Tobac- 
co Company, which organization threatened to sue. 
me for damages and then offered to disprove what IL,» 
had said about their advertisements, and later did 
submit some material for my consideration but 
which I informed them did not constitute proof. 

While I was engaged in that matter, the Old Gold 
advertisement, to which I suppose your editorial 
referred, came to my attention and I challenged the 
authenticity of the picture that was alleged to show 
a group of physicians suspending routine procedures 
in an operating room while they tested cigarettes, 
and further alleged that those physicians were 
throat specialists. I succeeded finally in getting an 
interview with the advertising agent responsible for 
placing that material in the newspapers and discov- 
ered that the photograph was not taken in a hospi- 
tal, but was made in a studio, and that the list of 
so-called throat specialists was largely faked; that 
is, the agent showed me a list of seven signatures 
of New York physicians attesting to the matter con- 
tained in the advertisement, and, selecting three of 
those names for investigation, I found that one 
name could not be found in any New York directory, 
one was the name of a physician who is not a mem- 
ber of any medical society and was not a throat 
specialist, and the third is a member of the New 
York County Medical Society but is not recognized 
as a throat specialist. You will find this Old Gold 
matter related in an editorial of our Journal of this 
month. 

The clipping of your editorial to which I referred 
happened to catch my eye this morning among other 
papers on my desk and [ thought you might be in- 
terested in the above facts. 

Sincerely yours, 
Henry O. Rerk, M.D., Editor. 


Nore: In relation to the above letter from Dr. 
Reik, the following resolutions adopted by the New 
Jersey Medical Association are of interest. The New 
Jersey Medical Association is to be congratulated 
on having the courage of its convictions. 


RESOLUTIONS ADOPTED BY THE NEW JERSEY MEDICAL 
ASSOCIATION AT ITs RECENT ANNUAL SESSION 


Whereas, it is a growing practice among commer- 
cial advertisers to use the alleged endorsements of 
physicians in such a way as to mislead the public 
and misrepresent medical opinion; and 

Whereas, in promoting the sale of cigarettes and 
cigars, especially, this type of advertising is widely 
used to create the belief that physicians actually 
prefer and recommend certain brands of these prod- 
ucts as aids to health; and 
Whereas, in the opinion of this body no reputable 
physician would knowingly grant the use of his name 
or his authority to foster such a false impression; 
therefore be it 
Resolved, that the Medical Society of New Jersey 
in convention assembled condemns such advertising 


saw my editorial concerning Lucky Strikes in the 
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and urges its refusal by all publishers and others | and went to Stow, Mass., during her childhood. Af- 


in control of advertising media; and be it further 

Resolved, that this society calls upon physicians 
everywhere to guard their own reputations and the 
reputation of their profession by refusing to permit 
such misleading and unethical use of their names or 
opinions. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


535 North Dearborn Street, Chicago, III. 
June 26, 1931. 


Editor, New England Journal of Medicine:. 
In addition to the articles enumerated in our letter 
of May 29 the following have been accepted: 
Carel Laboratories 
Alpha-Naphco Camphor Nasal Unguent 
Alpha-Naphco Cones 
Alpha-Naphco Menthol Suppositories 
Alpha-Naphco Rectal Suppositories 
Alpha-Naphco Zinc Stearate Camphor Ointment 
Alpha-Naphco Zinc Stearate Powder 
Alpha-Naphthol Camphor Oil 
Lederle Laboratories, Inc. 
Liver Extract-Lederle 
Yours truly, 
W. A. PucKNer, Secretary, 
Council on Pharmacy and Chemistry. 


— 
—_ 


RECENT DEATHS 


CAHILL—Dkr. JoHN THOMAS CAHILL, a former may- 
or of the City of Lawrence and a practising physician 
of that city for 32 years, died at Methuen, June 26, 
1931, aged 63. 

A native of Lawrence Dr. Cahill was educated at 
Holy Cross College, Worcester, where he received 
an A.B. in 1890, and at Harvard Medical School, 
graduating in the class of 1896. He settled in Law- 
rence in 1899 and a year later joined the Massachu- 
setts Medical Society. He was elected Mayor in 
1910 and reélected the next year. Dr. Cahill was a 
member of the Lawrence Medical Club, of the 
Brownson Scientific Society of Lawrence, President 
of the Pioneer Club and medical director of a pri- 
vate hospital. 

He is survived by his widow, 
Cahill. 


Mrs. Catherine 


PALMER—Dkr. Ezra PaLmenr, a Fellow of the Mass- 
acbusetts Medical Society, died at his home in Bos- 
ton, June 5, 1931, at the age of 70. 


BEEDE—Dkr. M. JOSEPHINE BEEDE, a non-resident 
Fellow of the Massachusetts Medical Society, a 
physician for eighteen years in Roslindale and West 
Roxbury, died at her home in Pasadena, Calif., fol- 
lowing an operation for appendicitis, June 16, 1931. 
She was born in Royalton, Vt., May 14, 1866, 


ter studying at the local schools and at the Mas- 
sachusetts Institute of Technology she received her 
M.D. in 1898 from the Women’s Medical College of 
the New York Infirmary for Women and Children 
and settled in Roslindale. She was a member of the 
medical staff and a trustee of the New England Hos- 
pital for Women and Children, in Roxbury, and had 
a large private practice. For a dozen years she had 
lived in retirement in Pasadena. 


— 


NOTICE 


RADIO MESSAGES 
JULY AND AUGUST 


Sponsored by the Massachusetts Department of 
Public Health 


Courtesy WEEI 


STATE HOUSE BROADCAST 
Every Friday at 12:30 P. M. the various activities 
carried on in the nine divisions of the Department 
will be discussed. 


RADIO HEALTH FORUM 


Every Friday at 4:50 P. M. questions from the 
public on Health and Prevention of Disease and 
the Department’s answers to them will be broad- 
cast. 

Send questions to Radio Health Forum, State De- 
partment of Public Health, State House, Boston. 

Note:—The series of broadcasts sponsored by the 
Public Education Committee of the Massachusetts 
Medical Society and the State Department of Pub- 
lic Health will be resumed on Wednesday, Septem- 
ber 2, at 5:20 P. M., and will continue weekly 
thereafter. 


REPORTS OF MEETINGS 


MIDDLESEX SOUTH DISTRICT MEDICAL GOLF 
ASSOCIATION 


The Middlesex South District Medical Golf As- 
sociation held its spring tournament on Wednesday, 
June 24, at the Commonwealth Country Club, Chest- 
nut Hill, Mass. 

The day was perfect; the course in excellent con- 
dition and a fine time enjoyed by all who attended. 

The tournament was won by Dr. W. T. O’Halloran 
with an 81. Dr. H. H. Germain won Second Gross 
with a score of 83. 

Low net was won by Dr. F. H. Paul 88—24—66,. 
and second net was a tie between Dr. F. E. Withee 
and Dr. O’Day each with a net 66. The longest drive 
from the first tee was won by Dr. A. W. Butler; High 
Gross went to Dr. B. T. Loring and the most strokes 
on one hole to Dr. W. S. Whittemore. 

The following officers were elected for the Year 
1931: 

President, Dr. W. T. O’Halloran. 

Vice President, Dr. Norman M. Hunter. 

Secretary-Treasurer, Dr. S. M. Biddle. 
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While the results of these tournaments have been 
more than satisfactory to those who have attended, 
we feel that there are many who are not availing 
themselves of the chance to get in a pleasant round 
of golf on different courses and meet and associate 
with their Fellows under more agreeable conditions 
than usual. 

It is earnestly hoped that anyone who is not get- 
ting notices of these meetings will immediately com- 
municate with the secretary and get his name on 
the mailing list for the fall tournament which comes 
on September 16. 

Remember; the bigger the entry, the better the 
prizes and a more enjoyable time for everybody. 

S. M. Brppie, Secretary. 

206 Huron Avenue, Cambridge, Mass. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


A special meeting of the Plymouth District Medi- 
cal Society was held at the Commercial Club, in 
Brockton, on Thursday evening, June 11, 1931. This 
meeting was held after a very fine dinner and was 
the end of an educational week that had been held 
for the relief of persons now suffering from cancer 
in any form. A large attendance of physicians from 
Plymouth and Norfolk counties was present. It was 
without doubt one of the finest meetings ever held 
in this section. 

After the banquet Dr. John J. McNamara, presi- 
dent of the Plymouth District Medical Society, intro- 
duced Dr. M. Frank Barrett, general chairman of the 
Brockton Cancer Clinic committee. Dr. McNamara, 
in introducing Dr. Barrett, said: ‘We feel, here in 
this section, that we have a very excellent surgeon in 
Dr. M. Frank Barrett. He has done splendid work 
in organizing and conducting the cancer clinic at the 
Brockton Hospital during the past year. He has 
taken a keen interest in this clinic and to Dr. Bar- 
rett belongs the credit of making such a wonderful 
showing in the Brockton District.” 

Dr. Barrett then said that he would introduce the 
speakers of the evening. 

The first speaker was Dr. Burton J. Lee, clinical 
professor of surgery at the Cornell Medical School 
and an eminent authority on cancer. Dr. Barrett 
said, “Dr. Lee has conducted the clinic this after- 
noon at the Brockton Hospital and he and Dr. Sim- 
mons have diagnosed numerous cases. We will 
learn from what he is going to tell us and under- 
stand this work better.” 

Dr. Lee illustrated his talk on cancer by slides. 
He showed numerous cases that he had helped by 
his expert knowledge. He reviewed, very carefully, 
the diagnosis and treatment of cancer and said that 
the term cancer included a vast group of diseases 
and that both early diagnosis and appropriate treat- 
ment were essential. He then demonstrated 


squamous cell carcinoma of the skin. He said that 
when squamous cancer of the skin ulcerates late 
you have metastasis to the nodes, but in basal cell 
cancer of the skin that ulcerates early you have no 
metastasis to the nodes. 


His illustrations showed 


basal cell cancer in the lower part of the face, the 
lip and the nose. He said that in the treatment 
of cancer of the lip, in primary focus you use ra- 
dium. Secondly, in regional nodes, surgery and 
irradiation are required. Other pictures and demon- 
strations were those of cancer of the larynx, lung, 
stomach and esophagus. Dr. Lee also demonstrated 
cancer of the colon and of the rectum showing pic- 
tures of the method of treatment. He said that the 
foremost cancer surgeons he knew were Mr. Miles 
of London and Dr. Rankin of the United States. 
Pictures of cancer of the vulva, vagina, and ovary, 
and teratoma of the testes were shown. Dr. Lee 
seemed to have a thorough knowledge of his sub- 
ject and demonstrated by charts when to apply ra- 
dium and when to apply surgery. He discussed 
melanoma and demonstrated this form of cancer 
very thoroughly. Neurogenic sarcoma was then dem- 
onstrated. This was followed by giant cell tu- 
mor, also osteogenic sarcoma and cancer of the 
breast. He said that the four principal factors in 
cancer of the breast, were inspection, palpation, 
menstruation, and aspiration and that fifty per cent. 
of the cases with bloody nipple discharge were can- 
cer. He went into detail in his explanation of the 
treatment of cancer of the breast and demonstrated 
by the aid of pictures beautifully shown. He gave 
a very masterly address and demonstrated that he 
was well informeed in regard to his work with those 
afflicted with cancer. After his talk he answered 
numerous questions. 

The next speaker was Dr. Channing C. Simmons, 
cancer specialist of the Huntington Memorial Hos- 
pital and a member of the Pondville Hospital Staff. 
Dr. Simmons spoke in a very convincing manner on 
the subject of cancer of the oral cavity. He demon- 
strated all of his cases in a most excellent way. He 
said that usually, if you get these cases early you 
can effect a cure; but if you wait and prolong the 
treatment, in most cases it is very difficult and im- 
possible after metastasis has set in. After his talk 
the various members of the society asked him numer- 
ous questions which he answered very readily. 

The next speaker introduced by Dr. M. Frank Bar- 
rett, was Dr. Joe V. Meigs who spoke on the sub- 
ject of “The Gynecologist and Cancer.” Dr. Meigs 
is one of the visiting surgeons of the Pondville 
Hospital and is also connected with the Massachu- 
setts General Hospital. Dr. Meigs spoke on the 
treatment of uterine bleeding in cancer of the uterus. 
He said that 20% of the cases of cancer of the 
cervix had been saved and that radium was better 
than surgery in this kind of a case. Many of the 
cases in which you see bleeding after the meno- 
pause are not cancer but due to some other 
cause. When you get cases of this kind it is a 
good idea to do two operations. Find out, first, 
whether you have a cancerous growth. Do not oper- 
ate until you do find out whether you are dealing 
with carcinoma. After you receive your report from 
the cancer laboratory, proceed with your operation. 
I feel that a good many lives can be saved if all 
surgeons adopt this method. Dr. Meigs demon- 
strated that he was well informed in regard to his 
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subject and gave a very fine, instructive talk, which 
was appreciated. 

The next speaker of the evening was Dr. Richard 
Dresser who spoke on “The Radiologist and Can- 
cer.” Dr. Barrett introduced Dr. Dresser as the 
Radiologist at the Pondville Hospital, the Massachu- 
setts General Hospital and the Worcester Memorial 
Hospital. Dr. Dresser went over his group in a very 
thorough manner. His explanation in regard to his 
line of work was excellent. In the course of his 
remarks, he said that in a great number of stomach 
cases referred to him as cancer, he saw as many 
ulcers of the stomach as he did of cancer. Dr. 
Dresser talked at some length of his work at the 
Pondville Hospital. He held the attention of the 
large number of physicians present and his remarks 
were greeted with enthusiasm. 

The last speaker of the evening was Dr. George 
H. Bigelow, State Commissioner of Public Health. 
Dr. Bigelow reviewed briefly the work that had been 
done by the State Board of Health in regard to those 
suffering from cancer. He complimented the Brock- 
ton Cancer Committee on the way in which it had 
done its work. Dr. Bigelow said that Brockton was 
only one city that had been doing this excellent 
work for the relief of cancer patients. He asked 
Dr. Joe V. Meigs how the reports on cancer of the 
cervix had been coming in. Dr. Meigs said that 
they hadn’t been coming in very rapidly compared 
with reports on other forms of cancer. Dr. Bigelow 
said, “That is just it, we must have more cases 
of cancer of the cervix reported. I know very well 
that there are a good many cases of cancer of the 
cervix in the State of Massachusetts that should be 
reported and I want to ask all physicians in the 


low in which he said: “He is without doubt the 
pioneer in attempting to clear up the different cases 
of cancer all over the state of Massachusetts.” 

Dr. John J. McNamara, president of the Plymouth 
District Society, after paying a glowing tribute to 
Drs. Lee, Simmons and Meigs for their presence at 
this anniversary, introduced Dr. Burton Simpson of 
Buffalo, N. Y. He said that Dr. Simpson had been 
Superintendent of the Institute for Cancer Research 
for the past 30 years. Dr. Simpson stated that he 
could not add very much to what had already been 
said, but that he had enjoyed the evening very much 
and was surprised as well as pleased over the en- 
thusiasm that was being shown the physicians in 
the Brockton District. He hoped that every com- 
munity would take up this work with the same en- 
thusiasm. Dr. McNamara then called for a rising 
vote of thanks which was given to all of the speak- 
ers of the evening. The meeting adjourned. 


— 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


July 26-31—Third Congress of the Pan American Medi- 
cal Association. See page 632, issue of March 19. 

July 27—The Post Graduate Course of Ear, Nose and 
Throat Surgery at the University of Bordeaux, France. 
See page 951, issue of April 30. 

July 27-31—Third International Congress of Radiology, 
Paris. See page 789, issue of April 9. 

August 3-8—The Congress of Industrial 
= ents and Diseases. See page 1330, issue of June 18. 

ug. 31 - Sept. will meet in Berne, 
swittorland. See page 896, issue of April 23. 

September 14-17—The American Public Health Associa- 
tion. See page 632, issue of March 19. 

October 12-16—An Announcement of the Clinical Con- 
gress of the American College of Surgeons. See page 
1175, issue of May 28. 

October 19-22—The Interstate Post Graduate Medical 
A =n of North America. See page 1125, issue of 


State to codperate with us and try to get all suffer- May 


ers from carcinoma of the cervix before our clinics in 
the different cities of the State. I feel that only in 
this way can we be of any help to those unfortunate 
women suffering from cancer. If these cancer 
clinics are a fore-runner for state medicine, then let 
us have more state medicine.” Dr. Bigelow con- 
cluded his address by giving a brief report on the 
cancer clinic anniversary held on the afternoon of 
June 11, 1931 which he said had been a very fine 
meeting. 

Dr. Barrett said that twenty-seven cases had been 
present at the clinic. These were examined by Dr. 
Burton J. Lee and diagnosed by Dr. Channing Sim- 
mons and Dr. Joe V. Meigs. These cases covered 
all areas,—mouth, skin, abdomen, pelvis, chest and 
breasts. The clinic lasted three hours. Some of 
these cases were sent in by doctors and some of 
them came of their own accord. 

Dr. Barrett said, ‘““We feel that we have a very ac- 
tive cancer clinic at the present time. The physi- 
cians of the Brockton District are repeatedly told to 
send their suspicious cancer cases to our clinic and 
we find that we are having splendid codperation 
from all the physicians in the district.” Dr. Bar- 


rett praised the lay committee that had been 
doing such splendid work with their cooperation. | 
He also paid a fine tribute to Dr. George H. Bige- 


October 19-30—Graduate Fortnight of the New York 
Academy of Medicine. See page 1230, issue of June 4. 
April 4-8, 1932—The American College of Physicians. 
See notice on page 1232, issue of June 4. 
DISTRICT MEDICAL SOCIETIES 
Bristol North District Medical Society 
September 17—Details to be announced. 


Plymouth District Medical Society 
i 17—Midsummer meeting. See page 1011, issue of 


BOOK REVIEWS 


The Surgical Clinics of North America. Lahey Clinic 
Number. Volume II, Number 2. W. B. Saunders 
Co., Philadelphia. 


Lahey opens this issue with a discussion of anaes- 
thesia and the anaesthetist showing the development 
of this field from something to be delegated to the 
embryonic surgeon to an important specialty requir- 
ing special training and skill. In his consideration 
of carcinoma of the colon he emphasizes the impor- 
tance of early diagnosis, the value of the Mikulicz 
technic, and the use of preliminary colostomy, es- 
pecially if there is any obstruction. It is often dif- 


ficult to decide when surgery in ulcerative colitis 
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is indicated, but the colon is usually so damaged that 
when an ileostomy is done it should be permanent. 

Clute reports two cases of idiopathic thrombosis 
of the axillary vein with spontaneous recovery. This 
condition usually follows exertion with later devel- 
opment of pain and swelling of the arm. In discus- 
sing common duct stones without jaundice he em- 
phasizes the importance of exploration of the duct 
in most cases of gall bladder surgery. 

In a concise yet comprehensive article Vestal 
points out what patients are benefited by splenectomy. 
He believes the indications are Banti’s disease with 
thrombocytopenia, hemolytic jaundice, chronic throm- 
bocytopenic purpura, and most traumatic spleens. 

Keefer proposes a treatment for persistent vomit- 
ing, consisting in the use of a Levine nasal tube 
through which the vomitus is returned to the stom- 
ach. 

Anderson reports a case illustrating the effect of 
spinal anaesthesia in acute intestinal obstruction 
where there was passage of a large amount of flatus 
and feces in the presence of definite organic obstruc- 
tion. 

The comparatively few indications for the use of 
digitalis in surgical patients are outlined by Hurx- 
thal. In general it is given only to patients with 
marked dyspnoea and to those with auricular fibril- 
lation. 

Cattell and Woodbridge report a case of leiomyo- 
sarcoma of the jejunum with postoperative renal sup- 
pression treated by paravertebral nerve block. Diu- 
resis promptly followed the blocking of the twelfth 
thoracic and first lumbar nerves. Similar effects are 
produced by sectioning of the splanchnic nerves or 
by renal periarterial sympathectomy and all are as- 
sumed to be due to blocking of vasoconstrictor im- 
pulses. 

In his discussion of the significance of contracted 
calf muscles in the mechanics of foot strain and 
the prevention of painful feet, with comments on 
treatment, Haggart ably reviews these common 
causes of discomfort. 

Menard and Hurxthal present three cases of pain- 
less coronary thrombosis as a postoperative compli- 
cation as indicated by the inverted T. waves in the 
electrocardiograms. 

Hoover reports a case of bilateral abductor paraly- 
sis following thyroidectomy in which a satisfactory 
result was obtained by an extensive plastic opera- 
tion on the larynx. 

These with several other articles, principally on 
various phases of thyroid surgery, keep this number 
of the Clinics at the high standard one expects from 
the Lahey Clinic. 


Primary Syphilis in the Female. By THOMAS 
AnwyL Davies, M.D. Published by Humphrey Mil- 
ford, Oxford University Press, London. 111 pages. 
Price $4.00. 


Because of the inadequacy and insufficiency of 
available knowledge of syphilis in the female, the 
author was led to make a special study of the prob- 


lem and to present it concisely in this small book. 
He has included many excellent photographs, some 
of them in color, which have been carefully chosen 
to show the differential diagnosis of the lesions of 
the female genitalia. The book is planned as a ref- 
erence for the general practitioner; it is exceedingly 
well arranged and the format is excellent. 


The Meaning of Psychoanalysis. By MARTIN W. PEcK, 
M.D. Pp. IX + 273. AtFrrep A. KNopr, New York, 
1931. 


After reading and reviewing the usual distorted 
and inaccurate statements on »sychoanalysis as given 
in many textbooks on general psychology, this vol- 
ume with its preciseness, its accuracy, and its dignity 
comes as a refreshing antidote. The book is the out- 
growth and expansion of material which had been 
embodied in teaching medical students and in pre- 
vious publications. It provides a simple guide for in- 
telligent readers and medical students who wish an 
accurate and a not too technical introduction to the 
subject of psychoanalysis, particularly from the 
standpoint of an understanding of the newer analyti- 
cal theories and therapy of the psychoneuroses. The 
author has wisely refrained from entering into con- 
troversial points which might confuse the beginner. 

The volume is well organized and gives an accurate 
statement of the fundamental principles of psychoan- 
alysis, both in its theoretical and practical aspects. 
Beginning with some introductory remarks on the 
importance of the subject, the subsequent chapters 
discuss in turn the historical development of psycho- 
analysis, the modern theories of the neuroses, and an 
outline of psychoanalytical psychology, including the 
principles of treatment. It cannot be emphasized too 
frequently, that psychoanalysis is a method of inves- 
tigation as well as treatment, that Freud did na 
begin his work with a preconceived theory, but that 
psychoanalysis developed from verifiable material in 
the field of a new therapy of the neuroses. 

The last four chapters of the work are devoted to 
a detailed and rather simplified account of the analy- 
sis of two cases, including a description of the prac- 
tical analytical technique, which serves as admirable 
illustrative material for an elucidation of the theo- 
retical portions. Such a method of presenting ana- 
lytical material from the clinical standpoint, while it 
may be helpful in showing how the analyst works 
and how analysis differs from all other methods of 
psychotherapy, can only to a limited degree give the 
untrained reader a completely adequate conception 
of the continuity of the analytical process itself. This 
for the reason that in every analysis, the subtle emo- 
tional reactions of the patient as shown in both the 
positive and negative transference relationships, are 
such that the trained analyst can often determine 
more from what is not said, from the symptomatic 
behavior of the patient, than from what is actually 
verbally produced during the analysis itself. How- 
ever, the author has done this part as clearly and 
vividly as it is possible to do it and the student can 
easily see from the descriptions that the element of 
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suggestion does not enter into analytical therapy. 
This latter is most important because one of the 
usual criticisms directed against analysis, is that it 
is nothing but a variation of suggestive therapy. 

Because of its accuracy and conciseness, the book 
should be useful in providing an introduction for 
the medical student to one of the newest and most 
difficult of medical specialties, and it can be highly 
recommended for that purpose. There is a sympa- 
thetic introduction by Dr. Bernard Glueck outlining 
the development of psychoanalysis in America and 
also an appendix containing a glossary of psycho- 
analytical terms. 


Diagnostic Methods and Interpretations in Internal 
Medicine. By Samvet A. LOEWENBERG, M.D., 
F.A.C.P. Second Revised Edition. Philadelphia, 
F. A. Davis Company, 1931. Price $10.00. 


This edition follows two years after the first one. 
The author endeavors to present the various meth- 
ods of examination including those at the bedside, 
technical procedures and their interpretation such 
as electrocardiography and the most important 
laboratory procedures. He is assisted by Doctors 
Milton K. Myers and Leon Solis-Cohen who contrib- 
ute sections on Neurology and Roentgenology re- 
spectively. 

Attention was called in the previous edition by the 
present reviewer to certain omissions as coronary 
thrombosis and massive atelectasis which have now 
been included. Typographical errors have been cor- 
rected. A number of illustrations, especially of 
pathological material, could be improved upon con- 
siderably. 

This is an excellent work and in it he who seeks 
will find practically every physical and diagnostic 
sign to aid him in a correct and exhaustive exam- 
ination of the patient. He who can perfect in prac- 
tise the subject matter covered will indeed prove 
himself a master. 


Hemorrhoids—The Injection Treatment and Pruri- 
tus Ani. Second Edition. By LAWRENCE GOLD- 
BACHER, M.D. Published by F. A. Davis Company. 
Price $3.50. 


The first edition of the book was reviewed in this 
Journal under date of May 22, 1930. 

This second edition, coming so soon after the 
first, is necessarily almost identical, as one would 
expect. The author, in his preface to this edition, 
mentions only a revision in respect to the technique 
of the treatment of pruritus ani, and a careful search 
of the volume reveals this as the only change. Dr. 


Goldbacher explains the details of his injection treat- 
ment of pruritus a little more clearly in this edi- 
tion. He uses a No. 20 gauge needle instead of a 
No. 21 gauge and is a little more careful to spread 
his solution in somewhat smaller amounts around 
He also emphasizes that injections 


the anus. 


through the skin should be made lateral to the sphinc- 
ter muscle and not into it. He suggests that if 
there is any pain accompanying the injection, the 
needle should be withdrawn and inserted in an- 
other direction. Likewise, he recommends letting 
well enough alone when relief has occurred from cne 
or two injections as he has seen a return of symp- 
toms following injections beyond this point. 


American Physicians and Surgeons in the United 
States and Canada. A Biographical Directory of 
Practicing Members of the Medical Profession. 
Edited by James Clark Fifield. Publisher: The 
Midwest Company, Minn. 1737 Pages. Price $30.00. 


American Physicians and Surgeons is a biographi- 
cal directory of contemporary members of the med- 
ical profession who are at the time of going to press 
in active practice in the United States and Canada 
and who by reason of their high attainments, skill 
and reliability have been selected for inclusion in 
this book. The book is intended by its editor to be 
a reliable source of information to the laymen in par- 
ticular and also to members of the medical profes- 
sion who may desire to use it as a guide to aid 
them in securing competent, safe and reliable medical 
service. 

Mr. Fifield, the editor, who is also editor of the 
American Bar, says in his foreword that he realizes 
that some excellent men have been omitted but that 
he has endeavored to err on the side of including too 
few rather than too many. He states emphatically 
that no one has bought his way into this book. A 
glance at the list of physicians in states with which 
the reviewer is familiar convinces him that in the 
main the editor has chosen wisely and that the book 
may safely be accepted as a guide. 

The subject matter is arranged according to states. 
At the beginning of each section there is a list of 
the recommended medical men of that state ar- 
ranged according to their type of practice. The de- 
tailed information about each man gives his spe- 
cialty, his date and place of birth, education and 
training as well as the positions he now holds and 
the societies to which he belongs. There is also a 
list of accepted hospitals and sanatoria in the United 
States and Canada giving the number of beds, type of 
work and cost of service. 

This book should serve a useful purpose in the 
field for which it is designed. 


BOOKS RECEIVED FOR REVIEW 


Textbook of Histology for Medical and Dental Stu- 
dents by Eugene C. Piette. Published by F. A. Davis 
Company. 466 Pages. Price $4.50. 

Food Allergy Manifestations, Diagnosis and 
Treatment with A General Discussion of Bronchial 
Asthma by Albert H. Rowe. Published by Lea & 
Febiger. 442 Pages. Price $5.00. 

Studies from The Rockefeller Institute for Medical 
Reséarch. Reprints. Volume 77. Published by The 
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Rockefeller Institute for Medical Research. 628 
Pages. 

Breast-Feeding by Margaret Emslie. Published by 
Humphrey Milford, Oxford University Press. 142 
Pages. Price $2.00. 

Thomson & Miles’ Manual of Surgery by Alexander 
Miles and D. P. D. Wilkie. Volume First, General 
Surgery. Eighth Edition. Published by Humphrey 
Milford, Oxford University Press. 574 Pages. 

Fighting Disease with Drugs. Edited by John C. 
Krantz, Jr. With an Introduction by Dr. James H. 
Beal. Published by The Williams & Wilkins Com- 
pany. 230 Pages. Price $2.00. 

Practical Methods in the Diagnosis and Treatment 
of Venereal Diseases by David Less. With introduc- 


tion by William Robertson. Second Edition. Pub- 


lished by William Wood and Company and E. & S. 
Livingstone. 634 Pages. Price $5.00. 


Clinical Dietetics by Harry Gauss. Assisted by 
E. V. Gauss. Published by C. V. Mosby Company. 
490 Pages. Price $8.00. 


An Introduction to Gynecology by C. Jeff Miller. 
Published by C. V. Mosby Company. 327 Pages. 
Price $5.00. 

The Infant Welfare Movement in the Eighteenth | 
Century by Ernest Caulfield. Published by Paul B. 
Hoeber, Inc. 203 Pages. Price $2.00. 

Practical X-Ray Treatment by Arthur W. Erskine. 
Published by The Bruce Publishing Company. 116 
Pages. Price $3.50. 

Mikrobiologie und Immunititslehre by Dr. H. 
Hetsch. Published by Urban & Schwarzenberg. 443 
Pages. 


COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1930 
AND SEVEN YEAR AVERAGE 


MonTH ENDING JUNE 27, 1931 


1931 1930 

@ ® @ @ @ o 

N 

ad =| ad ad 

Cerebrospinal Men. 1 — 1 3 2 
Chickenpox 121 96 72 69 39 70 62 103 41 
Conjunctivitis Inf. 6 3 — — — — — — — 
Diphtheria 6 1 1 4 18 14 20 13 4 
Dysentery Bacillary 1 — — 1 2 — 
Encephalitis Epid. 1 — — 2 
German Measles 9 6 6 3 15 64 ° 42 21 18 
Influenza 1 2 — 1 1 8 1 — _— 
Measles 391 241 207 205 131 30 41 46 24 
Mumps 52 67 46 24 18 42 28 21 17 
Pneumonia (Broncho)* 12 11 10 10 13 21 18 12 13 
Pneumonia (Lobar) 14 17 9 6 16 39 27 20 16 
Scarlet Fever 37 26 23 26 38 48 43 44 20 
Septic Sore Throat 1 2 2 1 —_ 2 1 — —_ 
Tuberculosis (Pul.) 29 16 23 25 37 28 20 27 47 
Tuberculosis (0. F.) _— 1 3 1 5 5 4 3 —_ 
Typhoid Fever 2 2 2 1 1 2 -= 1 1 
Whooping Cough 73 37 40 60 26 68 28 32 40 
Gonorrhea 25 22 16 23 23 36 52 16 28 
38 26 28 38 32 55 34 27 


Syphilis 


*Made reportable January 1, 1925. 
+Made reportable August 14, 1928. 


Remarks: No cases of Asiatic cholera, glanders, plague and yellow fever during the past seven years. 
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